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GOOD PSYCHIATRY IS GOOD MEDICINE* 
C. CHARLES BURLINGAME, .., 


Psychiatrist-in-Chief of the Institute of Living, 
Hartford, Connecticut, U S.A, 


I have journeyed half way around the world, 
which is a reasonably long frip, but to have made it 
with the idea of instructing or advising India on the 
specialty of psychiatry would have been presumptuous 
indeed. Far from being so venturesome, I have come 
here primarily to learn. aie 

Many Westerners have learned admiration for 
the time-honored culture of India, its leaders and 
thoughts, its great ancient and modern phtlosophers, 
and its immortal spiritual leaders. It has always 
seemed to me that a land such as yours, which has 
produced leaders who have stirred the imagination of 
the entire civilized world, must have an indigenous 
greatness, from the strength and depth of which we 
all can learn. 

Yet, you have invited me to present to you the 
points of view that obtain in psychiatry in the United 
States. That these points of view are any advance 
over your own, or even equal to them, or would be 
applicable to your culture and circumstances, is for 
you to decide. As for me, if I can learn anything 
from you about your life and customs, and about your 
psychiatric problems and how you handle them, my 
mind will be improved and my _ potentialities for 
usefulness in my own land enriched. 

On that basis, I am willing to stand before you 
to tell you what is going through our minds and 
what is happening in American psychiatry. At the 
tisk of being somewhat pedantic, and reviewing 
things you already know, I have chosen to deal with 
psychiatry as it functions as ani integral, indispensable 
part of medicine in the United States. 


It was not too long ago iri America that the 
psychiatrists, whose number was very few, were 
called “alienists” and were almost entirely set apart 
from the rest of medicine. This was because 
Mental diseases were not generally considered as 
being within the realm of medicine. ~They were asso- 
ciated, rather, with various forms of cultism, if, 
indeed, not the occult. 

For the most part, psychiatrists worked within 
the great state hospitals and asylums for the insane. 





_.- *Read at the Scientific Session of the XXV All-India 
_ Medical Conferene’, Calcutta, December, 1949. 





— 





In a sense, each of those hospitals and asylums was 
an isolated community, with a medical man the over- 
lord, the ruler of the lives and destinies of the 
thousands of unfortunates kept within their walls. 

The attitude of the public was that the mental 
patient had been “put away”. Only too often he 
was looked upon by his family as haying gone to 
the more or less kindly world of the insane, from 
which he would probably not return. If, by chance, 
he did return, he encountered great difficulties in ever 
again becoming a member of society as he was before. 
In a way, society regarded released patients as mental 
lepers who were not to be relied upon or trusted and 
were seldom allowed to mingle freely in society. 
Because of this lifelong penalty, and because of the 
stigma associated with mental disease in general, the 
fact that a person had been mentally ill or had been 
confined to a mental hospital was a secret closely 
guarded by the patient himself and by the members 
of his family. 

Today the whole picture has changed. There 
are now some 5,000 medical men in the United 
States devoting their lives exclusively to the treat- 
ment of mental and nervous diseases, and another 
5,000 are being trained for the specialty. 


Medical schools have discovered that it 1s impos- 
siblé to teach medicine or surgery on the basis of 
the soma without some consideration for the psyche, 
and schools throughout the country are developing 
departments of psychiatry just as rapidly as they can 
secure qualified psychiatrists for their faculties. In 
one medical school with which I am familiar, 70 per 
cent of the senior class expects to enter some branch 
of psychiatry on graduation. In another Class A 
medical school, 35 per cent of the graduating class 
plans to specialize in psychiatry. Furthermore, psy- 
chiatric principles are permeating every branch of 
medicine. 

Of the more than a million hospital beds in the 
United. States, 600,000 are devoted to the care of 
nervous and mental diseases, and the men in private 
practice have their offices filled. The State of New 
York alone, with its population of more than 
14 million, is to expend 100 million dollars a year on 
the care and cure of psychiatric patients. 


_ With mental diseases now being treated like other 
diseases, some institutions are accomplishing. a per- 
centage of sustained recoveries that have comfortable 
parallels with the records of medicine and surgery. 
In the institution with which I am associated, for 
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instance, I fully expect to return to society 85 of 
every hundred patients who come to us for treatment. 


Along with the attitude of the medical profes- ’ 


sion, the public attitude has undergone a transforma-_ 
tion. It has become something of the fashion to have 
some sort of a psychiatric ailment. Some people 
jokingly say that it is becoming so popularized that 
it will be considered an indication of high breeding 
and social amenity. Quite different from the early 
days, when it was a shameful secret! 

What happened between these two periods to 
bring about such a change in the status of psychiatry, 
and why did it happen? 

I could discourse forismany hours in answering 
that question, but briefly, éne of the things that hap- 
pened was the First World War, when the emotions 
were first recognized as being vital to the effective- 
ness of the American Army and Navy and those of 
our Allies. 

The exigencies of the times brought forth with 
a jolt a realization of the fact that the emotional drive 
and the emotional side of man and his incapacities 
are too important to be ignored in the hard, ruth- 
less, and exhorbitantly expensive business of pro- 
secuting a war. That sudden awakening of realistic 
military men, and the subsequent introduction of psy- 
chiatry into our military ranks, was one of the turning 
points of American psychiatry. 

Then came the Second World War, when we 
discovered that more men broke down from psychia- 
tric conditions than from wounds and the so-called 
somatic illness together. The second world conflict 
demonstrated vividly for the second time that we 
could no more neglect psychiatry and win, than we 
could neglect typhus, cholera, or any of the other 
scourges of a fighting force. 

This reawakening to the inseparable relationship 
between the mind and the body was seized upon by 
the public until, as I said, it has become the fashion 
in some circles to have some sort of psychiatric 
ailment. 

It is evident in the United States that psychiatry 
is no longer an intra-mural speciality. Because it 
has been accepted that an understanding of the human 
emotions in health and in disease must go wherever 
the human mind and body goes, psychiatry has gone 
into industry, education, politics, and innumerable 
other disciplines. 

This is not to say that psychiatry is assuming, 
or is prepared to take over the leadership of these 
disciplines, but rather, that it has been brought in for 
the contribution that it can make. Even as industry 
needs the knowledge of chemistry and the science of 
metallurgy, so it also needs psychiatry’s understanding 
of man, who is still the most important single com- 
modity in industrial success. Even as education must 
‘have within its sphere a complete knowledge of 
mathematics, languages, science, and so on, the end 
result of its effectiveness lies in the human element, 
an understanding of which is psychiatry’s contribution. 

Any consideration of psychiatry in the present- 
day scheme of things always reminds me sharply of 
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the situation when I first entered the field forty years 
ago, which was even before the word psychiatry was 
introduced. 

In those early days, our difficulties were many, 
and often seemingly insurmountable. Not only did 
we suffer the antagonism of the rest of medicine; we 
were faced with the indifference, sometimes the fear, 
of the public, as well as the awesome immensity of 
the unknown in our chosen specialty. We knew so 
little we knew nothing. 

We had very little to start with except the 
courage of our own conviction that the patients in the 
psychopathic hospitals were sick people as deserving 
of medical attention as were the victims of small-pox, 
pneumonia, tuberculosis, or any other of the known 
physical afflictions of mankind. 

Question after question harassed us: 

Were not the hallucinations of the individual 
diagnosed as schizophrenjc as valid a medical symptom 
as the deliriums of a fever-ridden patient? By that 
time we knew something about treating diseases caus- 
ing fever, but how to help the patient who was simply 
hallucinating? We did not know. 

There was no end to our queries: 

Was not the patient submerged in catatonia, who 
was unable to use his limbs, as much a medical pro- 
blem as the hemiplegic patient? Was not the con- 
dition, general paresis, equally demanding of medical 
attention? But how to bring the patient out of the 
catatonic state? How to stop the insidious progress 
of general paralysis? At that time, we did not know; 
but we were sure that the answer lay neither in the 
stars nor in metaphysics. Our conviction was, and 
still is, that the whole thing is one of the most pro- 
found, most complex problems in the field of medicine. 

Today, forty years later, there is a great deal 
we do not yet knew about mental diseases. What is 
not known still greatly outweighs the known. but we 
have learned this much: that the body and mind, the 
soma and the psyche, are one and inseparable in sick- 
ness and in health; and that psychological sympto- 
matology, along with psychological affect and effect, 
should be the concern of medicine and the rest of 
‘science as surely as any disease-carrying bacteria that 
were ever transported by a mosquito! . 


Some realistic men of science may be quizzical 
and quick to say, “But you can see the bacteria.” To 
them, I retort that the day will come, if it is not prac- 
tically upon us at this very moment, when we will see 
physical evidence of what we now somewhat loosely 
refer to as a mental disease! 

The concept that on one hand there are mental 
diseases, entirely psychological in cause and effect, 
and on the other hand there are physical diseases, 
with no emotional components, is as outdated 
as blood-letting, soothsaying, and magic incantations. 
Whether the presenting symptoms of any incapacity 
are predominantly somatic or predominantly psychic, 
it is today as unreasonable for any physician in any 
branch of medicine to treat the physical in disregard 
for the emotional, as it is for him to treat the emotional 
without considering the physical. 4 
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Were we to draw a gigantic rectangle for the 
purpose of graphing diseases to illustrate their somatic 
and psychic symptoms, we might draw a line from the 
lower left hand corner to the upper right hand corner. 
The area above the line could be designated to repre- 
sent the psychological symptoms, while that below 
the line represents the somatic symptoms. 


In graphing this rectangle, I would like to 
discuss first those diseases that are within the sphere 
of psychiatry. 

Consider, for example, the disease known as 
general paresis, or softening of the brain. Were we 
drawing this graph forty years ago, we, in our ignor- 
ance, may have placed general paresis largely above 
the line, on the psychological side. Only psycho- 
logical symptoms of that disorder were then empha- 
sized. Heredity was generally accepted as the causes 
for this dread, incurable disease. But this is 
forty years later, and we have the benefit of Noguchi's 
and Moore’s discoveries of the spirochete of syphilis 
in the cortex of the paretic brain. Therefore, through 
the middle of the rectangle, we can delineate one 
segment that is 50 per cent above the line, in the field 
of the psyche, and 50 per cent below the line, in the 
area of the somatic. In that segment we might place 
general paresis, with its symptoms more or less 50 
per cent somatic’ and 50 per cent psychological. 
We can agree that general paresis is a disease, but 
certainly we cannot label it either wholly physical or 
wholly mental. 


Next, let us take involutional melancholia, 
which is another illness that, forty years ago, we may 
have placed, with clear conscience, entirely on the 
psychological side. Today I would not think of treat- 
ing a case of involutional melancholia without thorough 
investigation of the patient’s endocrine system, as well 
as his psychological condition. My experience has con- 
vinced me that involutional melancholia is connected 
with an endocrine imbalance, the correction of which 
is too often an important feature in recovery to be 
ignored. Thus, on the basis of present-day know- 
ledge, and in the firm belief that forthcoming investiga- 
tions inevitably will provide us with further proof of 
somatic accompaniments, I would place involutional 
melancholia partly below the line, on the somatic side. 


Now, where to place schizophrenia, the most 
prevalent, most chronic of all the so-called functional 
disorders? Where to place the manic-depressive psy- 
choses? The reactive depressions? Anxiety hys- 
terias? Alcoholism? Neurasthenia? | Hypochon- 
driasis? On the psychological side, because no somatic 
symptoms have been established? No. The weight 
of evidence is so compelling that all of these disorders 
must also be partly below the line, on the somatic side. 


To mention only one, but a very important, facet 


0n the research that is adding impetus to this belief, 


I will mention the efforts of a group of earnest, high'y 
intellectual scientists in Stockholm who, in a brief 
fifteen years, have been engaging in a program of cell 


fesearch that may very well give psychiatry an entirely 
new concept. 
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Under the direction of Dr. T. Caspersson, these 
scientists have used the ultra-violet spectrum to deve- 
lop a method for distinguishing the constituents of 
cells in the sphere of cellular protein metabolism. 
Fortunately for psychiatry, the nerve cell lends itself 
well to their scrutiny because of its comparatively 
large size, and those researchers: have demonstrated 
that the function of the nerve cell is dependent on the 
cellular protein-rebuilding processes. These processes, 
in turn, have been shown to be vitally affected by 
physical and emotional stimulation and excitation. 

For one thing, in animals subjected to acoustic 
trauma, these men have observed a decrease in cellular 
protein content in the animals’ brain cells. This is 
interpreted as a physiological response to an intense 
excitation. The report is that after a short period, 
there are signs of intensé protein replacement. 

These scientists have also demonstrated a protein 
change in the cells of persons who are physically 
exhausted, as compared to those who are rested, with 
the replacement process again observed. 

And finally, they are finding similar alterations 
in the pyramidal cells taken from the frontal lobes of 
persons suffering from various “mental” diseases, in- 
cluding schizophrenia and manic-depressive psychosis, 
as compared to cells from the brains of normal persons. 

The evidence seems conclusive that our psychic 
responses use fuel in the form of protein supplied by 
our nerve cell metabolic function, and when the protein 
is burned up faster than-it is replaced, the disability 
is manifested in psychological symptoms. Already, 
with chronic mental patients, treatments are underway 
with intravenous injections of malononitrile, followed 
by sodium thiosulphate, as the first step in finding a 
chemical substance to correct the metabolic disorder. 
_ I find the implications contained in these revela- 
tions as nothing less than staggering. Fifteen years 
ago, I predicted that with a better knowledge of cyto- 
chemistry and the soma would come the greatest 
advances in making psychiatry a scientific branch of 
medicine; but I must confess, I did not even hope 
that in my lifetime I would see demonstrated before 
my eyes the tangible evidence that the emotions can 
actually change the constituents of the brain cell. So 
it is that I say, the time may come when we can see 
a mental disease! 

! Even had I not been certain, on a theoretical 
basis, long ago, these latest reports from the sphere of 
cytochemistry would convince me that in the rectangle 
of disease, schizophrenia, manic depressive psychosis, 
and neurasthenia, along with every other disease, must 
be partly below the line, on the somatic side. 


I am equally certain that every disease must also 
be partly above the line, on the psychological side. To 
my way of thinking, the reports emanating from 
Stockholm are not only revealing heretofore unknown 
somatic accompaniments of certain illness, thus open- 
ing the way to new somatic treatments, but they are 
pointing up the importance of psychological factors as 
the cause of disease. The indications are that disease, 
with a Somatic recording, can be caused exclusively by 
psychological trauma, a point of view that some of 
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the more realistic men of science have had difficulty in 
accepting. ; 

Some decades ago, with the advent of the micros- 
cope and modern medicine, medical men and other 
scientists found in bacteria and pathological specimens 
a tangibility of material that satisfied their scientific 
turn of mind. Increasingly, with the accumulation of 
more and more facts, medical men waived theoretical 
practices as being inconsistent with a scientifically 
oriented world that had grasped the substance of solid 
facts. 

With that, psychological elements came to be 
largely cast into disrepute as “wild theorizing,” or, at 
best, perhaps a valid enough science in themselves, but 
irrelevant in modern scientific medical practice. 

It goes without saying that Pasteur’s and other 
discoveries in the somatic sphere cannot be discounted. 
However, although we have not been able, so far at 
least, to isolate an emotion itself under a microscope, 
! firmly believe the emotions are as real and as potent 
as any disease-causing organism you can mention. 
And I do not mean only in the psychiatric disorders, 
but also in those diseases that fall within the somatic 
branches of medicine. As such, the emotions must not 
he neglected by physicians, no matter what disorder 
is being treated. 

Along this line of thinking, let us return to our 
rectangle of disease. Let us consider where we would 
place hyperthyroidism. As an over-activity of the 
thyroid glands. often requiring surgery, hyperthyro- 
idism is to all appearances 100 per cent a somatic 
disorder. However, if you are familiar with the 
recent literature on the subject, you know that the 
foremost authorities in the field are now warning 
that limiting treatment to surgery alone is the major 
reason for unsatisfactory results, when such dis- 
appointments occur. They are more and more certain 
that anyone sick enough to require surgical procedures 
also needs his emotional balance inquired into to assure 
good results. Furthermore, in some . cases, aiter 
helping the patient regain an emotional balance, phy- 
sicians have reported surgery to be unnecessary. So 
in our rectangle of disease, we will have to put the 
somatic disorder, hyperthyroidism, partly above the 
line, on the psychological side. 

‘If we had time, I could cite countless instances 
where there is new respect for the emotions in the pro- 
found etiology of diseases. 

There is the problem of hypertension. I believe 
firmly that if there is the slightest tendency toward 
hypertension, it can be aggravated by misguided 
emotional involvement, with a concentration on 
snpleasant possibilities. And we have all seen any 
number of backaches, headaches, gastric upsets, and 
so on, that never would have obtained had there not 
been contributing emotional factors. 

The specialty of gynecology is replete with 
examples of emotional damage through surgery with- 
out due consideration for and manipulation of the 
emotions. In my own practice, I have known any 
number of women whose personalities had been sharply 
and disturbingly changed, not by the gynecological 
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operation, but by damage to a part of their ego that 
is indispensable to the emotional integrity. Further- 
more, I have seen their somatic complaints disappear 
with no treatment other than repairing the emotional 
damage that had been done. oA 

The tragic part is that probably in the majority 
of cases, the proper application of psychiatric prin- 
ciples by the physician in the first place would have 
avoided the emotional damage altogether. 

Different from bacteria, the emotions can be 
shaped to exert an affirmative influence in the patient 
diseased. The malleable quality of the “will to get 
well” and “state of mind” shouldbe capitalized on by 
every physician in his relationship with every patient. 
Reports from the last war proved beyond any shadow 
of a doubt that the emotions are often a deciding factor 
in recovery. Certainly they are important in the 
speed. of recovery. 

An understanding and appreciation of these 
psychiatric principles on the part of non-psychiatric 
physicians, and an understanding and appreciation for 
all somatic knowledge on the part of psychiatrists, are 
the ties that are binding together the medical profes- 
sion as a whole for a concentrated, yet comprehensive 
attack on diseases as a whole. 

When I speak of the psychiatrist’s knowledge of 
somatic medicine, I am speaking of what I consider 
one of the most important complements in psychiatry’s 
four-fold attack on disease. 


Somatic Medicine.—Psychiatrists must use all of 
sound somatic medicine. As mental disease is not a 
thing apart from other diseases, neither can psychiatry 
function effectively without working closely with the 
other medical specialties and utilizing their experience 
and knowledge. 


I have spent considerable time reviewing for you 
the existence, in psychiatric disorders, of somatic com- 
ponents. These call unequivocably for somatic treat- 
ment, of course. At the Institute of Living, where an 
exhaustive physical examination involving eleven 
specialties is given to each patient, we recently were 
most interested. to find in one of our studies that some 
60 per cent’ of the patients showed a somatic devia- 
tion. This should not be taken to imply that the 
somatic deviation is the cause of the psychiatric con- 
dition, or even necessarily contributing to it, but it 
certainly helps to confirm the thesis that a sound work- 
ing knowledge of somatic medicine is essential in 
psychiatric treatment. 


Somatic Adjuvants——Secondly, primarily as an 
aid to our specialty, there have been developed certain 
somatic modalities, such as the shock therapies, psycho- 
surgery, and certain of the chemotherapies, which 
have proven of value in treating psychiatric disorders. 


-I do not believe that anyone has even a sound 
hypothesis as to why shock therapy produces improve- 
ment, and I do not believe that shock therapy is in 
itself a specific. However, it has served, on a purely 
empirical basis, to break up unsatisfactory emotional 
patterns, and to open the way more readily for the 
application of all other psychiatric procedures. As 


364 — 





AS eo AS 4 = ot oe 6m. <i eke. io ie He 


te pete ee ete ee OS 


Ba khwaeras’ > 


JOURNAL 


puana : GOOD PSYCHIATRY. IS GOOD MEDICINE 


1 
such, it is an important tool in the psychiatric 
therapeutic equipment. 


The operations in the field of psychosurgery are 
directed at lessening tension, anxiety, intractable pain, 
fear and self-concern. It was evident in the beginning 
that at least two things were needed. One was a 
better knowledge of what is actually cut in the brain, 
and the other was a better selectivity of patients. 


In the beginning, patients were selected for opera- 
tion on the basis of such poor prognosis that they had 
nothing to lose anyway, but with experience and the 
development of new techniques, there is emerging a 
knowledge of which patients should be operated on 
and which left alone, and what results may be expected. 


I might interpolate here that whatever may be 
the future of psychosurgery, it is already evident that 
like shock therapy, the operation itself is not a specific in 
psychotic cases. It demands an immediate intensive 
postoperative program of re-education which is aimed 
at acceptable social and vocational performance of the 
patient. 


In addition to these somatic modalities and the 
chemotherapies, we have packs, baths, and massage, 
to say nothing of the impressive work being done in 
fever therapies. We have endocrine, penicillin and 
other biologics, electronarcosis, narcotherapy, vitamins, 
and so on, each an indispensable part of modern 
psychiatry. The number of somatic modalities well 
established and in daily use in my specialty are with- 
cut end, and I look forward to multiple new ones 
coming to the aid of psychiatry in the future. 


Rehabilitation and Reeducation.—Besides somatic 
medicine and somatic adjuvants, psychiatrists must 
use methods of rehabilitation and reeducation, the 
vehicle on which all other forms of psychiatric therapy 
are carried to ultimate success of treatment, which is 
the return of the patient to society as a successful, 
acceptable member of his community. 


In society, we know that every person must be 
able to hold down a job, or otherwise to carry some 
responsibility. Therefore, in those cases where it is 
indicated for emotional satisfaction, good psychiatry is 
bringing about the good vocational placement of the 
individual and developing the resources within the 
individual that will enable him to carry on. 


Also, since man has a need for pursuits which 
he can do alone, good psychiatry also implies an 
increasing skill in helping the patient develop satis- 
factory avocational outlets in the form of hobbies. 


At the same time, man is a social animal in 
need of social and recreational relationships, so good 
psychiatry must provide guidance and training and 
experience in getting along with other people. 


Finally, in this particular, every human being 
must have good physical educational practices, so 
these also must be taught in the practice of good 
psychiatry. 
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I have long thought of these four aspects of life— 
vocational orientation, avocational outlets, social and 
recreational relationships, and physical education—as 
“the four-legged stool of mental health.” I am firmly 
convinced that the person who has all four of these 
aspects of life well-developed and in daily use is 
well-protected against the possibility of a psychological 
breakdown. By the same token, lack of attention to 
these particulars in psychiatric treatment leaves doubt- 
tul promise that the patient will remain well. 


Psychotherapy—There remains the last comple- 
thent of modern psychiatric practice, Psychotherapy, 
which, regardless of its form, is essentially personal 
tutoring in the art, or the task, of living. 


Psychotherapy is that all-important and indis- 
pensable department of psychiatry which involves 
determining the emotional problems that are an inte- 
gral part of a patient’s illness, and helping the patient 
to liquidate the problem and to develop a philosophy 
of life that will enhance his emotional and physical 
well-being. It is in the field of psychotherapy that 
psychiatrists, because of the depth and penetrating 
quality of their knowledge, are pre-eminently qualified 
to assist all the other branches ‘of medicine. 


There are many schools of psychotherapeutic 
thought, which I consider one of the happy circum- 
stances of the day. It is an old, and true, saying that 
out of honest differences of opinion comes progress. 
It is equally true that a good psychotherapist is his ~ 
own best tool, and he will succeed in crystallizing in 
his philosophy the essence of all schools of thought. 


In conclusion, let me say that I have tried to 
describe to you the rise and development of psychiatry 
as an integral part of medicine in the United States. 


Psychiatry has taken its first faltering steps toward 
becoming a real scientific branch of medicine. It has 
done more than that. Psychiatry is now standing up- 
right and, indeed, today is ready to stride forward with 
confidence. 


But let us all be humble in the possibilities of 
this new-found strength, realizing that we are just 
embarking as a specialty of medicine in the race of 
life. Let us see clearly that it is a long journey, and 
we cannot afford to dissipate our strength in useless 
shouting of our own prowess. We cannot afford to 
waste one ounce of our much-needed strength in 
bragging of our accomplishments, past, present, or 
future. As we are just beginning in a field of great 
promise, let us be impressed more with the task ahead 
than we are with our present-day knowledge. 


Psychiatry is the one branch of scientific medi- 
cine in which the opportunity for progress is equally 
great in all parts of the globe where earnest, hard- 
headed, deep thinkers reside. 


The men of India are preeminent for their 
earnestness, outstanding in their hard-headed devotion 
to the search for truth, and distinguished as deep 
thinkers. 


We of the Western world need your help, 





STUDIES OF SUITABLE METHODS FOR THE PREPARATION 
OF ANTI-SNAKE-VENOM SERA ON COMMERCIAL SCALE 


R. K. GOYAL, M.B., D.Sc., PH.D., M.R.C.P., 
M.R.C.S., F.R.S.E., 

Lately Assistant Director, Central Research 
Institute, Kasauli. 


Production of antivenom sera has been going on 
in India for many years by subcutaneous injection into 
horses of mixtures of cobra and daboia venoms in 
gradually increasing doses. The details of this method 
of immunization have been published by Mallick 
(1935). Cesari and Boquet (1939) compared the 
results of intravenous and subcutaneous immuniza- 
tion of rabbits with viper aspis toxoid and concluded 
that the intravenous method gave better results. 
Ramon ef al (1941) have advocated the injection of 
venom toxoids by the subcutaneous route in the pre- 
paration of antivenins. So far as is known, no attempt 
has been made in India to explore the possibility of 
introducing alternative methods for raising antivenins 
on a commercial scale. It has therefore heen con- 
sidered advisable to try and improve the methods of 
production of antivenom sera. 

Ramon et al (loc. cit.) have claimed that a high 
titre antivenin can be obtained in a few weeks by the 
administration of massive doses of venom toxoids 
mixed with tapioca and tannin. It is well-known that 
horses possessing traces of pre-existing antibody are 
good reactors. In order to achieve this result, it has 
been the practice in some institutions to inject small 
doses of toxins 6-12 months before the course of 
immunization is commenced. In the undermentioned 
experiments an attempt was made to use venom 
toxoids as antigens in horses previously immunized 
with small doses of venoms to make them react more 
efficiently. Cobra venom toxoid was prepared by in- 
cubating cobra venom dissolved in papain-broth at 
37°C in a concentration of 10-20 mgms. per c.c. and 
treated with 1-25 per cent formalin on the lines sug- 
gested by Grasset (1945). Toxoiding was completed 
in 4-6 weeks depending on the potency and concentra- 
tion of the venom used. Daboia toxoid was prepared 
by dissolving 20 mgms per c.c. of daboia venom in 
saline and incubating with 0-6 per cent formalin 
37°C for one month. 

_ The routine method used at this Institute for 
assay of antivenins is as follows:—One c.c. of uncon- 
centrated antivenin mixed with 0-9 and 0-8 mgm of 
cobra venom is incubated at 37°C for 30 minutes and 
then injected intramuscularly into one or two pigeons 
each weighing between 290 and 320 grammes and the 
pigeons observed for 18-24 hours. The MLD of the 
venom administered intramuscularly into pigeons is 
0-3-0-4 mgm. Similarly 1-0 c.c. of unconcentrated 
antivenin is mixed with 1:0 mgm. of daboia venom 
and the mixture injected intravenously into a pigeon. 
The MLD of the venom administered intravenously 
is generally 0-01 mgm. or less. The pigeons injected 
with the venom and antivenin mixtures should survive. 

The use of pigeons for the im vivo titration of 
cobra antivenin was considered not entirely satisfactory 


by Ahuja and Brooks (1944). Hazra, Lahiri and 
Sokhey (1945) also did not recommend the use of 
pigeons for the standardization of antivenins. 

The method now recommended by the present 
writer is the intra-cardial injection of a mixture of 
0-25 c.c. of unconcentrated antivenin, diluted 1:4 and 
mixed with 1-2 CLDs (certain lethal doses) of the 
venoms under test into in-bred guinea-pigs weighing 
between 290-320 grammes. The standard recommended 
is the neutralization by 0-25 c.c. of unconcentrated 
serum of at least 2 CLDs of each of cobra and daboia 
venoms. 

Attempts were made to immunize horses by the 
use of venom toxoids with the addition of tapioca and 
tannin in accordance with the methods recommended 
by Ramon et al (loc. cit.) and Cesari and Boquet (loc. 
cit.). Results obtained were as follows:— 

__ 1. Two horses were injected subcutaneously 
with mixtures of 0-5 mgm of daboia venom+-0-5 mgm 
of cobra venom followed after four weeks by the sub- 
cutaneous administration of 100 mgms each of cobra 
and daboia toxoids. Five weeks later, a course of 
intravenous injections of the clear supernatant fluid 
from the toxoids was given along with subcutaneous 
injections of toxoid deposit mixed with about two per 
cent tapioca and approximately two per cent tannin. 
Five grammes of cobra venom toxoid and the same 
amount of daboia venom toxoid were administered to 
each horse within a period of ten weeks. The results 
were disappointing, the horses were much below the 
standard titre although the exact degree of potency 
was not estimated. These animals were then given 
four intravenous injections of 85 mgms each of 
untreated venoms over a period of 34 days. Tested 
7 days after the last dose, the sera were still not up 
to titre. They were then given 400 mgms of cobra 
and daboia venoms subcutaneously in divided doses 
for another 5 weeks. The response was now satisfactory 
and both animals yielded sera which were up to 
standard. 

2. Two horses were injected subcutaneously 
with 0-5 mgm. each of cobra and daboia venom and 
rested for 5 months. They were then given a course 
of venom toxoids+untreated venoms followed by 
venom injections alone according to the following 
scheme :— 

Five grammes of cobra venom toxoid+400 mgms 
of daboia venom toxoid were administered along with 
tapioca and tannin. Daboia venom toxoid being 
exhausted was replaced later by 7:0 mgms. of 
pure daboia venom, the injections were given Over a 
period of 34 days. There was no appreciable rise in 
titre. Horse No. 48 thereafter received cobra venom 
50 mgms+daboia venom 30 mgms and horse No. 49, 
cobra venom 140 mgms-+daboia venom 80 mgms in 
four divided doses over a period of four to five weeks. 
Seven days after the last dose, both animals were up 
to titre. 


3. One horse after receiving 0-5 mgm of cobra 
venom+0-5 mgm of daboia venom by the sub- 
cutaneous route was rested for seven months. It then 
received about 5-0 grammes of cobra venom 
toxoid+15-5 mgms of pure daboia venom in 5 diviced 
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doses over a period of one month. When tested 
seven days after the last dose, the animal was not up 
to titre, 45 mgms of cobra venom+25 mgms of daboia 
venom were thereafter given subcutaneously in two 
divided doses at weekly intervals, 0:25 c.c. of the 
serum seven days later neutralized 2 CLDs of each 
venom. 

From the above it would appear that the use 
of venom toxoids for raising sera against Indian cobra 
and daboia venoms cannot be recommended. 

The possibility of immunizing horses by the intra- 
venous route was next explored. Comparative tests 
were carried out to determine the effects of immuniza- 
tion by subcutaneous and intravenous routes, 

One horse was given 14 ‘intravenous injections 
of mixtures of cobra+dabois venoms over a period 
of 2%4 months, the dose ranged from 0-05 mgms to 
50 mgms for each venom; the rise in titre was not 
satisfactory. The horse was rested for five months, 
then a course of 5 injections, totalling 2400 mgms of 
cobra venom toxoid4-51 mgms of pure daboia venom 
was given subcutaneously over a period of 5 weeks. 
This resulted in the production of a satisfactory titre. 
The results of administration of maintenance and 
reimmunization doses in immunized horses by the 
intravenous and subcutaneous routes are presented in 
Table I. . 


Taste I—SHow1nc CoMPARISON OF QUALITIES OF MAINTEN- 
ANCE AND REIMMUNIZATION Doses oF CoBrRA AND DABOIA 
VeENoMs ADMINISTERED TO IMMUNIZED Horses BY 
SUBCUTANEOUS AND INTRAVENOUS RouTES 





Subcutaneous route Intravenous route 
Total dose Singlemaximal Totaldose Single maximal 


dose dose 
DV CV DV CV DV CV DV 


CV 
mgm mgm mgm mgm mgm mgm mgm mgm 
Horse — 
O. 
5 600 500 120 100 38215 130 60 35 
6 420 240 160 90 150 140 50 - 40 
13 240 180 100 70 60 60 25 25 


15 110 a 35 30 40 4 15 15 
90 
20 45 60 20 25 40 © os 


Zz. 610 6.10 80 60 105 8 45 30 
22 190 180 80 70 90 80 63000 30 
27. «240 «86150 = 100 60 80 8 25 30 
30 «6480 = 2230'S «120 90° 215 130 60 40 
31 420 260 120 80 215 160 60 35 
33 730 470 160 100 260 250 60 50 
35 210 210 100 909 230 220 50 50 
36 «6-180 = 170 -~—Ss:100 9 125 105 40 30 
37, 780 «689400 200 100 150 140 SO 40 
39 «300 «= 310s 110s 1110S 115 9 35 2 
43 240 210 100 80 25 a ee 


49 135 75 50 30 15 15 10 10 
Total. dose—The total amount of venom administered in one 
course consisting of 2 to 10 injections. ; 
Single maximal dose—The maximal-amount of venom given 
at one time. 








The injection of maintenance doses by the intra- 
venous route resulted in a big saving of venoms. The 
occurrence of frequent abscesses after a course of sub- 
cutaneous injections resulting in ill-health was also 
less frequent. Only one animal out of twenty-three 
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died within a few minutes of the injection of venom, 
which might be attributed to the use of this method 
of immunization. Other untoward symptoms met 
with are dyspnoea, restlessness, unsteadiness and 
sweating. This occurs within the first 15 minutes of 
the injection in some animals which are given big 
doses. The procedure in such cases is to inject 
80-100 ccs of concentrated antivenin if the symptoms 
are severe. In a small percentage of cases, the jugular 
vein was founded blocked due to inflammation leading ~ 
to local thrombosis. The venoms were subsequently 
treated according to the method recommended by 
Gershenfeld (1939). They were dissolved in 50 per 
cent glycerol-saline in a concentration of 10 mgms per 
c.c. the solution was neutralized and left in the refri- 
gerator for at least a month, this resulted in the 
elimination or a marked reduction of the bacterial con- 
tent of the venom. Inflammation and _ subsequent 
blocking of veins were rarely encountered after the 
injection of venom dissolved in glycerol-saline. When- 
ever the vein got blocked, prolonged rest resulted in 
recanalization. 

In case a number of horses did not come up to 
the minimal arbitrary standard laid down, the old prac- 
tice was to give gradually increasing doses of venoms 
at weekly intervals for prolonged periods. Attempts 
of this nature were not always successful, and pro- 
bably resulted in lowering the response of horses. 
The method here recommended is to rest such horses 
for 3-8 months. 

The result of prolonged rest on improving the 
tissue reactivity of horses under immunization is 
shown in Table II. 


TasBLe II—SHow1nc Errect oF ProLoncep Rest in IMPROVING 
THE REACTIVITY OF Horses UNDER IMMUNIZATION 





Horse Total dose for one Period of Subsequent total dose 


No. course rest 
CV 


CV DV 

mgm mgm mgm mgm 

2 480 240 16 days 480 240 

4 420 180 16 days 420 180 

5 210 180 17 days 210 180 

6 420 240 17 days 420 240 

11 150 150 4 months 90 90 
13 240 180 16 days 240 180 
14 180 150 17 days 180 150 
15 240 150 18 days 240 150 
= “A ie 24 months 45 45 
20 190 150 24 months 45 45 
21 180 120 34 months 190 120 
22 220 180 8 months 140 140 
30 340 230 8 months 140 140 
33 360 210 5 months 150 150 
35 230 220 5 months 210 210 
36 230 220 54 months 120 120 
37 800 410 8 months 150 150 
39 300 310 8 months 120 90 








In a number of horses which had been under- 
going immunization for over 5 years and were not 
responding well to the administration of maintenance 
doses (bad reactors), the administration of com- 
paratively big doses by the subcutaneous route gave 
rise to a comparatively higher titre than was the case 
in horses receiving smaller doses by the intravenous 
route. 
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SUMMARY AND CONCLUSIONS 


1. The use of a mixture of cobra and daboia 
venom toxoid for raising sera against Indian cobra and 
daboia venoms is not recommended. 

2. The employment of the intravenous route of 
injection for administration of maintenance or reim- 
munization doses resulted in a big saving of venoms 
and in the general avoidance of abscesses and ill-health 
in horses, the ill-effects observed are described. 

3. The beneficial effect of prolonged rest in 
improving the tissue reactivity of horses has been 
brought out. 

4. In case of bad reactors the subcutaneous 
administration of big doses of venoms produced a 
better response than by the injection of comparatively 
smaller doses by the intravenous route. 
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PREGNANCY AND TUBERCULOSIS 


P. K. GHOSH, m.z., M.R.c.P., T.D.D., 
Calcutta 


In any country more men die from tuberculosis 
than women. But if one compare the death rate in 
different age groups in the two series one finds that 
the rate is slightly higher in males from birth to the fifth 
year, nearly same between 5 and 10 years, between 
the 10th and 16th years the death rate of girls is 31 
per cent higher than those of boys, between fifteen 
’ and twenty years girls die almost twice as many as boys; 
between 20 and 25 years women die 40 per cent more 
than men. Between 30 and 34 years mortality rate 1s 
the same ‘in the two series, after 34 years, women die 
in lesser number than men. 


Taste I—SHow1nc DeatH-Rates IN TUBERCULOSIS 
ACCORDING TO Sex & AGE 


United States Registration Area 1927 (Whitney). 





Age Groups Death-rates per 100,000 population 
Male Female 
All ages RA a 83-6 78-0 
Under 5 ie fe 33-3 32-2 
5 to 9 $a ae 10-5 10-0 
10to14 -— See ste 12°3 19-9 
15 to 19 ss a 48-9 93-7 
20 to 24 = “s 98-1 141-6 
25 to 29 Ss ra 108-0 128-9 
30 to 34 $< = 117-9 114-5 
35 to 39 = He 121-2 94-0 
40 to 44 Bs a 130-0 84-3 
45 to 49 126-8 79°6 
50 to 54 132-1 76:1 
55 to 59 139-4 78-2 
60 to 64 140-7 88-8 
65 to 69 164-8 114-1 
70 to 74 Fe ée 159°8 130-7 
75 and over... pa 149-2 128-9 
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Thus during the 2nd and 3rd decades more women 
die from tuberculosis than men. This higher death 
rate in women in the early years (15-30) of adult life 
is difficult to explain. During this period girls are 
more profoundly affected than boys by physiological 
growth, endocrinal and also emotional changes. So 
a biological factor has been sought for to explain this 
increased death rate in women. 

Pregnancy also occurs most commonly between 
the ages of 16 and 30 years (Table II). Of 5,000 





Taste II 
Age group 2: &: 2:8 s& F- -O Den 
& Up 

12-13 pe Gadies Gee tte DS ig eo stee agate 

14-15 OES EE 2 el A a 
16-20 -- 839 407 127 33 9 6 .. .. 1423 
21-25 -- 189 429 406 289 148 56 13 23 1553 
26-30 -- 41 86 185 220 248 169 102 151 1202 
31-35 a 3 15 27 46 64 69 78 174 476 
36-40 ot 3 6 6 12 21 16 20 146 230 
41-45 chert Warr Vinee Cb eS ne . Ste Ae 
46-50 ie ea Bear hag eine eS : ae 5 
51-up nits IN otis Tee il eet tadsltl eid eat i toate = 








pregnant patients admitted in a Maternity Hospital in 
Calcutta during 1946 the largest number of pregnancies 
occurred in the age group 16-30 years constituting 
82-57 per cent of the total series. Table III shows 


Taste II]—SnHowrnc Ace INcmENCE IN FEMALE 
TusBercuLous Cases 


ag group 1942 1943 1944 as 1946 — 





4 1 1 2 bs 
2-10 oe 35 42 “43 ~- 37 30 187 
10-20 xe 157 145 173 226 214 915 
20-30 ae 197 217 209 323 323. 1269 
30-40 - 83 96 118 149 141 587 
40-60 v6 44 48 45 72 51 260 
50-60 rr 14 22 16 18 16 86 
60-80 . .. 5 4 2 2 2 15 








the incidence of clinical pulmonary tuberculosis 
according to age group in patients attending the 
Calcutta clinics. Comparing the Tables II, III and 
I, it appears that the age group of incidence of tuber- 
culous disease and that of the largest number of preg- 
nancies coincide. It appears, therefore, that pregnancy 
has some influence .on the incidence of the disease. 
Further, there is increase of proteolylic ferments in the 
blood of a pregnant woman, and depletion of calcium 
salts from her tissues. These may exert a dissolving 
effect on the fibrosed and calcified barriers round 
healed and latent lesions of the individual, and may 
thus activate the disease. From these data, pregnancy 
has been attributed a causal relationship to tuberculosis. 
But if we go deeper, it is found to be very difficult to 
establish the two. From a study of the recent reports 
on the subject it appears that tuberculosis is not 
affected by pregnancy, provided tuberculosis has been 
controlled by rest, good food and collapse therapy. 
Repeated ‘pregnancies in a known tuberculous mother 
are found to have a deleterious effect, as is over-exer- 
tion in an arrested male case. It is the type of lesion 
which determines the subsequent course rather than 
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PREGNANCY AND 


pregnancy itself. Experimental animals infected with 
tubercle bacilli (Burke, 1940) and allowed to be- 
come pregnant were not worse than non-pregnant 
females or males similarly infected—the results 
were compared both radiologically and by postmorterm. 
Studies on tuberculous pregnant women by Hill 
(1928) of 349 cases and 160 control cases of non- 
pregnant women showed that pregnancy has no appre- 
ciable bearing upon the progress of the tuberculous 
disease. Mortality rates among pregnant tuberculous 
and non-pregnant tuberculous women are more or less 
similar (Alice, 1928: also Ornstein and Epstein, 
1939—33 per cent among non-pregnant, 1805 in 5469 
patients and 36 per cent among 85 pregnant tuberculous 
women ), 

During the period of pregnancy, it is found that 
improvement is noticed in the later months. Anaemia 
and morning sickness during the first trimester and 
the first half of the second trimester may account for 
failure in improvement during the first four months of 
pregnancy. When these are over, the patient settles 
down to rest better, eat better and improve. The 
endocrine imbalance which results in the earlier periods 
may also be a disturbing factor in the general meta- 
bolism—but when it resolves in the later months the 
patient shows improvement. This improvement is 
sometimes so remarkable that many has asked the ques- 
tion whether pregnancy has a beneficial effect on tuber- 
culosis. Many believe that it does favourably in- 
fluence the disease. Thus Steinbach and Klein (1937) 
concluded that experimental tuberculosis in rabbits and 
guinea-pigs was favourably influenced by administra- 
tion of antuitrin S, pregnant mare serum and to a less 
extent folliculin and that the results suggested that 
gonadotropic hormone may be a factor in the tem- 
porary amelioration of symptoms observed in tuber- 
culous women during pregnancy. Faulkner (1945) 
raises the question whether the beneficial action of 
pregnancy on tuberculous women may be due to the 
chemical action of oestrin. She has studied the bac- 
tericidal action of stilboestrol or synthetic oestrin, and 
has demonstrated that it kills tubercle bacilli in test- 
tubes in a dilution of 1 in 20,000—but in the presence 
of serum the activity of the compound is much reduced. 
These experiments suggest that pregnancy may have 
a beneficial effect on tuberculosis due to some hor- 
mone—but, further observations are necessary to come 
to a final conclusion. The other explanation is the 
well-known mechanical explanation—the raising of 
the diaphragm in the later months of pregnancy pro- 
duced great relaxation of the lung in the vertical direc- 
tion and has an effect similar to collapse therapy. 
Whatever be the explanation, improvement in the gen- 
eral health of the tuberculous woman occurs during 
the later months of pregnancy in good many cases. 
So pregnancy in itself does not have a deleterious 
effect on the course of tuberculosis. 


Next comes the question whether repeated -preg- 
nancies have a harmful influence on tuberculosis. It is 
the common practice among medical men in— this 
country to ascribe the development of tuberculosis in 
women to repeated pregnancies. My experience does 
not bear out this opinion. Pregnancy entails increased 
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TUBERCULOSIS 


work on the female body. Just as increased exertion 
on the part of male tuberculous patient is forbidden, 
so pregnancy is forbidden as a general rule. But pro- 
vided the disease is arrested or quiescent, and proper 
care and treatment are taken during pregnancy and 
puerperium, pregnancy may be allowed, and may be 
allowed to proceed to full term. It is only when the 
disease is progressive that dangers lurk. In Cohen’s 
(1946) series, 17 died among the 58 active cases while 
only 2 died and 3 retrogressed in his series of arrested 
and quiescent cases numbering 87. It is the age 
group and the type of disease and not the number of 
pregnancies. 


Taste IV—SHow1nc INcteNce or Turercutous Cases 





Single & 1- 2- 3. 4- 5- 6- 7- &8-para 
nullipara para para para para para para para & up Total 
64 38° 3 37 2 7 3 259 








In Table IV, I have tried to show the relationship 
between the incidence of tuberculous diseases and the 
number of para in 259 women that were under my 
care during the years 1945 and 1946. Tuberculous 
women with more than 4 para number only 46 or less 
than 19 per cent—single and nulliparous women con- 
stitute 24-7 per cent of the total. If we include 
women up to 2nd para, the number is 140 or 54 per 
cent—if we include up to 4th para, the incidence of | 
tuberculosis in this series is 81-4 per cent. Of course, 
repeated pregnancies at short intervals may ruin the 
health of a woman, and a big family of children with 
a limited income means less food and amenities per 
capita. Thus repeated pregnancies may have an in- 
direct bearing on tuberculosis. But surely in itself it 
does not tend to produce more tuberculous disease. 
Low income rather than number of child-birth may be 
a determining factor in the development and course of 
the disease. 


There is no special danger during labour in tuber- 
culous women, as is the case with women with rheu- 
matic heart disease. Labour is usually normal, and 
should never be interfered with except on obstetrical 
grounds. Every attempt should, however, be made to 
minimise the strain of labour by sedatives. Operational 
procedure should never be attempted just because the 
patient has a tuberculous lesion. 


Puerperium is, however, the most dangerous time 
in connection with pregnancy and tuberculosis, Child- 
rearing is more dangerous than child-bearing. Many 
women retrogress during this time, unless special care 
is taken from before. Relaxation of both lungs takes 
place during the last months of pregnancy, due to rais- 
ing of the diaphragm. After delivery, the diaphragm 
goes down—and the lungs are suddenly inflated. 
There is thus a possibility of a flare-up in the lung 
lesion. The physical strain and the mental stress 
during labour exhaust the patient and may affect her 
adversely. The blood loss during labour may be severe 
and undermine her resistance considerably. Tuber- 
culous women -generally seem to get over these dis- 
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advantages quickly (unless one or the other of these 
disadvantages is excessive when she will take a turn 
for the worse). But the care of the infant, broken 
sleep, lack of rest, worry and anxiety, constant drain 
of nutrient material through breast milk, while the 
mother is still physically below par—all these go to 
undermine her health and to flare up her quiescent 
lesion. The infant should, therefore, be removed 
from the mother—and her rest should be as full and 
complete, as before delivery. She should have light 
nutritious diet. 1f pneumothorax treatment was being 
carried on before delivery, it should be continued 
during puerperium. If it was not done before, and 
if X-ray of the chest and symptoms produce evidence 
of active tuberculous disease, it should be started at 
the earliest moment. Even if the disease is quiescent, 
she should not be allowed up before three months. 
In every case the infant should be separated from the 
mother—this will save the mother and will prevent 
infection of the child. 


Next comes the question of therapeutic abortion. 
If we accept that pregnancy has no harmful influence 
on the course of the disease, then there is no need 
for terminating it. Quiescent and healed cases may be 
allowed to be pregnant provided they have been so 
for at least 2 years. Pregnancy at frequent intervals 
should be discouraged, and after 2 or 3 children have 
been born, a sterilisation operation with the consent 
of both parents is desirable. People, however, may 
not always follow the doctor’s advice, and a pregnancy 
may result. If it occurs in a woman with active 
disease, and if the pregnancy has not proceeded 
beyond 4 months, a therapeutic abortion may be in- 
duced. But if it has proceeded beyond 4 months, abor- 
tion is not indicated. She should be allowed to go to 
full term, and collapse and rest therapy should be in- 
stituted. If the disease is healed or quiescent, there 
is no need for abortion. Abortion should not be 
advised lightly, as it involves two lives, one the foetus 
and the other, the mother. 


There is another aspect of this question. Is the 
child of the tuberculous mother born prematurely and 
delicate, or healthy? In my series, the children were 
born full term. Of course one swallow does not make 
the summer. Occasionally, an infant may be born pre- 
mature of a tuberculous mother, but it is possibly not 
more often than in the non-tuberculous. One should 
therefore not generalise an occasional occurrence. 
With regard to the health of the infant born of tuber- 
culous mother, it is usually healthy and normally deve- 
loped. But if the health of the mother has suffered 
much duririg her pregnancy, the infant born may be 
thin and delicate and may eventually die early also. 
This death may be attributed to the lack of proper care 
in rearing up the child, as its mother is often too ill 
to care herself, and in some cases to a tuberculous 
infection early received from her mother. If these 
two causes, viz., neglect and infection are surmounted, 
majority of these infants can be saved. 


Lastly another question is intimately bound up 
with this subject, viz., marriage and tuberculosis. 


GHOSH 


Tuberculous people are allowed to marry, provided 


they have kept well for 2 years or more after active 
treatment was abandoned. The majority of the 
relapses takes place within these two years—they are 
therefore avoided. At the end of this period the 
fibrosis and calcification in the diseased areas are 
generally well advanced to prevent furthef mischief, 
Marriage is a natural process and means the fulfil- 
ment of one’s creative self. It should never be for- 
bidden except with good reason; it should rather be 
encouraged. It means for both men and women, a 
sheltered life. The knowledge of the disease should 
not be withheld from the other party—so that they 
enter a life knowing full well their own respon- 
sibilities. This will conduce to a happy home, 
Excesses should be avoided; periodical examination 
by a doctor should be done; and with the doctor’s 
advice a small family of two or three children can be 
reared up. 


CoNCLUSION 


Pregnancy has a superficial relationship to the 
incidence of the disease. But if we go deeper and 
analyse the factors producing the disease, or causing 
exacerbation of the disease in pregnant women, if one 
studies the morbidity and mortality ratio in comparable 
groups of pregnant and non-pregnant women, one 
finds that pregnancy has no bearing on tuberculosis, 
Again if pregnancy has an influence on the incidence 
of tuberculosis, menstruation has also a similar in- 
fluence. For, looking up Table I, it is found that 
there is a decreasing mortality with decreasing men- 
strual activity. Menstrual activity may thus be looked 
upon as a factor causing the disease. Further on look- 
ing up the same table (Table I) one notices that the 
mortality from tuberculosis has two peaks in women, 
one during 15-30 years, the second, after 65 years. 
Pregnancy does not come into the picture during this 
second rise. But in case of men, there is a steady in- 
crease in mortality from 5th year onwards, So the 
causal relationship between pregnancy and tuberculosis 
is only superficial. Those who have studied the pro- 
blem more deeply and more dispassionately, find that 
pregnancy in itself has no influence on the incidence 
of tuberculosis. 
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THE MEDIASTINAL SYNDROME 





K. N. GOUR, m.p., m.r.c.P. (ED.), F.R.F.P.S.C. 
D.C.H., R.C.P.S. (ENG.), D.P.H., 
Department of Medicine, Medical College, Agra. 
Symptoms and signs resulting from pressure in 
the mediastinum has been termed “the mediastinal 


syndrome.” They constitute a definite group and may 
be caused by different conditions :— 


’ 


1. Neoplasms :— 


_, Simple: Cysts—simple cysts, dermoid cysts, para- 
sitic and hydatid cysts; lipoma; fibroma; myoma; 
osteochondroma and gummata. 


Malignant: Carcinoma—primary and secondary; 
2. Aneurysm of aorta. 

3. Enlargement of mediastinal lymph glands. 

4. Enlargement of thymus. 

5. Retrosternal goitre. 

6. Mediastinitis in some cases, 


For all practical purposes the causes mentioned 
from 2 to 6 hehave like tumours and so in the dis- 
cussion to-follow the word tumour has been used to 
mean all of them unless specified. 


Certain peculiarities in the anatomv of the thorax 
help in the development of the mediastinal syndrome. 
The thoracic cage is bonv—its anterior, posterior and 
lateral walls do not easily yield on pressure though 
bulging may occur and the bones may be eroded after 
a prolonged and continuous pressure. The ‘median 

septum’ the mediastinum is a complete mass of tissues 

in which are packed together so manv structures—the 
heart and pericardium, the great blood vessels, veins, 
arteries and Ivmphatics, the nerves: vagus with its 
recurrent laryngeal branch. the phrenics and the svm- 
pathetic, the trachea and the two bronchi, oesophagus 
and the mediastinal lymph glands arranged round the 
trachea and bronchi and in the interbronchial space. 
All these structures are tethered together by the con- 
nective tissue and cannot admit of pressure without 
suffering dysfunction. But all of them do not suffer 
to the same extent and at the same time. The easily 
compressible thin-walled veins suffer early whereas 
the thick-walled structures, aorta, bronchi and oeso- 
phagus suffer later. The two large lateral compart- 
ments which are occupied by the lung and pleura may 
admit of pressure to a very large degree without 
serious symptoms developing for a long time. It is 
for this reason that even a small tumour on the medi- 
astinum may give rise to serious symptoms and a big 
tumour in the lateral compartments only to a few or in 
some cases none at all for a considerable period. The 
labile nature of the mediastinum in the early child- 
hood leads to displacement sooner by pressure where- 
as in the adult by its comparatively fixed nature the 
displacement that results comes on much later in the 
picture of the disease. 


The inlet of the thorax is narrow whereas the 
outlet though wider is strongly protected by the 
diaphragm, which may suffer from spasm or para- 








lysis when its nerve supply—the phrenics are involved. 
The diaphragm may also be pushed downwards 
when there is considerable pressure in the thorax, 
pushing the liver and the spleen in the abdomen or 
it may be elevated in the presence of collapse or fibrosis 
of the lungs. 


SyMPTOMS 


The onset of symptoms depends upon the posi- 
tion of the origin of the tumour in relation to the 
intrathoracic structure, upon the direction of the 
growth, upon the nature of the tumour and upon the 
consistencv of the structures themselves. The onset 
is usually insidious and the patient does not attach any 
importance to the trivial symptoms, which he may 
suffer from for a long time. 


Pain—The patients may complain of pain which 
mav be a dull ache, a sense of heaviness or severe pain. 
It is caused by pressure on the bones or by their 
erosion. It may also be due to pressure on the 
nerves, the intercostals and may radiate down to the 
arms. 


Breathlessness or Dvspnoea is always an import- 
ant feature and results from pressure on the trachea 
or bronchi, bv pleural effusion or when the lung itself 
is involved. Heart failure or pericardial effusion may 
also account for this symptom in some of the cases. 


Cough may appear much later or may be the first 
svmptom. It is usually dry and assumes a metallic 
character when it is due to pressure on the trachea or 
the bronchi, or it mav be accompanied by exnectora- 
tion when the bronchi themselves are involved. The 
expectoration in the later staves is hloodstained or 
what has been characteristically described as ‘prune 
juice’ type. When the tumour originates from the 
bronchi, the patient mav suffer from frank haemoptysis 
and this may be the first symptom. 


Hoarseness of voice results from paralysis of the 
left vocal cord due to pressure on the left recurrent 
laryngeal nerve and this may be the first complaint. 


Hiccough may be a troublesome feature. It results 
from the spasm of the diaphragm caused by irritation 
of the phrenic nerve. But when the nerve has been 
paralysed, the hiccough automatically disappears. 


Dysphagia is present’ due to pressure on the 
oesophagus. It is usually progressive. Difficulty in 
deglutition of solids is complained of in the beginning, 
later on the fluids are swallowed with difficulty. 


Nausea and Vomiting may also be complained 
of. In some cases there may be heaviness in the 
epigastric region which may be temporarily relieved 
by belching of wind. 

Palpitation may be present and may be a very 
distressing symptom. 


General symptoms are very rare and when pre- 
sent, they result from secondary metastasis in the brain. 
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When the tumour attains a large size the patient 
feels comfortable while bending forward. The pres- 
sure is relieved in this position to a certain extent as 
the antero-posterior diameter is increased. But in one 
of my cases (Case 2) where mediastinitis was present, 
the patient was more comfortable while throwing his 
head backwards. The cyanosis and dyspnoea in- 
creased when he bent his head forward, most probably 
the adhesions round the superior vena cava and the 
jugular veins constricted them and the circulation was 
retarded. In Case 1, the patient could not lie flat in 
bed nor could he lie on his left side: he could only 
lie on the right lateral side or remained sitting up. 


There may be loss of weight and fever. 


PuysicaL SIGNs 
The physical signs also varv with the site of the 
origin of the tumour, its direction of extension and 
its size. The usual signs are: 


The Swelling of face, neck and upper extremities 
and this may be on one side or on both the sides. 
The swelling may be aggravated by change of 
postures. These patients also say that all their com- 
plaints are confined to the upper part of the body; 
whereas the lower part is quite alright. 


Venous engorgement—Dilatation of the veins of 
the neck and chest results from the obstruction to the 
venons return of the blood. There is an attempt to 
establish the collateral circulation and veins of the chest 
mav show reversal ‘of blood flow in them i.e., the 
blood flow may be demonstrated from above down- 
wards instead of from helow upwards. Congestion 
or cvanosis of face, nose, lips and ears may also result 
from obstruction to the venous blood flow. The con- 
junctive may be hyperaemic. 


Chest may show diminished movements on the 
side involved by the tumour from pressure on the cor- 
responding bronchus or by causing pleural effusion. 
There may he prominence of chest in the region of the 
tumour or abnormal pulsations may be seen in the pre- 
sence of aneurysm. 


Loss of sweating, drooping of the upper eyelid, 
exophthalmos and contracted pupil may be present on 
the same side of the tumour from paralysis of the sym- 
pathetic. In the early stages of irritation, there may be 
dilatation of the pupil, retraction of the eyelid and 
exophthalmos. 


Lymph glands may be palpable in the neck, in the 
supra-sternal notch, above the clavicle and in the 
axilla. 


Percussion may reveal dullness over the collapsed 
lung. There may also be dullness over the upper part 
of the spine in the thoracic region due to the tumour 
itself or from the enlarged mediastinal glands. 


Auscultation—The breath sounds may be dimi- 
nished over the collapsed portion of the lung or crepita- 
tions may be heard when the lung itself may be in- 
volved. Auscultation of the heart may show its 
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displacement to the contralateral side in the presence 
of pleural effusion or on the same side in the presence 
of collapse of the lung. Signs of bronchiectasis may 
be present in very long standing cases. Further, a 
systolic murmur may be heard in the mitral area. 
The displacement murmur—or may be haemic in origin 
from associated anaemic condition of the patient. A 
diastolic murmur may be heard when aneurysm is 
present. 

Other physical signs may also be present. The 
two radial pulses may show difference in volume; the 
blood pressure may show a variation of about 10 mm. 
of mercury on the two sides. 


In advanced cases there may be wasting, fever 
and anaemia. 


LABORATORY INVESTIGATIONS 
Investigations required in such cases comprise :— 


1. Blood examination—total and differential W. 
B. C. counts and total R. B. C. count; blood sedi- 
mentation rate. 

2. Blood W. R. 

3. Screening of the chest for the position of the 
tumour and presence or absence of any pulsation in 
the tumour. 

4. X-ray plate examination. 

5. Administration of barium meal and subsequent 
roentgenograms to detect any obstruction of the 
oesophagus. 

6. Lipiodol injection in the trachea to detect any 
obstruction to the bronchus or presence of any bron- 
chiectasis. 

7. Laryngoscopic examination to find out the 
paralysis of any vocal cord. 

8. Bronchoscopic examination for any evidence of 
neoplasm or pressure. 

§. Paracentasis thoracis and then introduction of 
air*in the pleural cavity may be helpful in determin- 
ing the position of the tumour. Further, the nature 
of the pleural effusion may be helpful in diagnosis— 
a haemorrhagic effusion may favour though not neces- 
sarily, the diagnosis of a malignant growth. Micros- 
copic examination of the fluid should also be carried 
out. 

10. Ocsophagoscopy for any evidence of neo- 
plasm or pressure on the oesophagus, 

11. Biopsy of any available gland from the neck, 
or axilla. 


DIFFERENTIAL D1aGNosIs 
Differential diagnosis has to be made from the 
various cases giving rise to the mediastinal syndrome: 
1. Mediastinal tumour— 
(a) Presence of pressure symptoms and signs of 
the bronchus, oesphagus nerves and blood vessels. 

_ (b) Presence of pulmonary symptoms, e.g., cough, 
This appears later than the other pressure signs where- 
as in the case of primary bronchial carcinoma, cough 
is the first symptom to appear. 
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(c) Varicosity of the veins of the chest. This is 
helpful in diagnosis but is not pathognomonic. 


(d) Sometimes as for example in the case of 
dermoid the tumour may be palpable above the manu- 
brium sterni or clavicle. 


(e) Screening of the chest does not show any 
pulsation in the tumour. Outline may be sharp or 
blurred. 


(f) X-ray plate may show presence of teeth etc., 
in the case of dermoid cysts. 
(g) Rapid wasting of the patient. 


Further, for current diagnosis we have to differen- 
tiate whether the tumour is a simple or a malignant 
one. : 


(a) Simple tumours occur at an early age. 
Malignant ones appear after 40 years of age. 


(b) Simple tumours are not usually associated 
with fever. 


(c) Simple tumours do not cause much disturb- 
ance in the health of the patient though when the case 
is advanced the patient’s health deteriorates but this 
appears much later. 


(d) Simple tumours do not grow very rapidly. 


2. Bronchial Carcinoma— 


(a) Pulmonary symptoms appear early and pres- 
sure symptoms come on later. 


(b) Haemoptysis may be the first symptom. 

(c) Expectoration may be blood-tinged. 

(d) Sputum examination may reveal cancer cells. 

3. Aneurvsm of the aorta from the ascending part 
or from the arch— 

(a) History of syphilis. 

(b) Positive W.R. of blood. 


(c) Evidence of disease of cardiovascular system. 
Presence of systolic or diastolic murmur in the aortic 
area. 


(d) Diastolic shock and tracheal tugging. 

(e) Presence of expansile pulsation above the 
manubrium sterni. 

(f) Fluoroscopic examination showing expansile 
pulsation of the tumour mass. 

4. Abscess of mediastinum: 

(a) Signs and symptoms of mediastinal pressure. 

(b) Irregular fever, rigor and anemia. 

(c) Increased W.B.C. comnts. 

5. Enlarged mediastinal glands:—tuberculous, 
leukemic or due to Hodgkin’s disease etc.— 

(a) Enlargement of the veins of the chest. 

(b) Anemia, fever, wasting, etc. 

(c) Eustache Smith Sign. 

(d) D’Espines’ sign. 

6. Chronic mediastinitis— 

(a) History of long-standing symptoms. 
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(b) Some obvious pathological conditions, which 
must have spread to the mediastinum. 


(c) Skiagram may show enlargement of the 
mediastinum. 


(d) W.R. of the blood to find if the cause is 
syphilitic. 

(e) Biopsy of any gland if available. 

7. Aberrant thyroid in the mediastinum— 

(a) Symptoms of hyperthyroidism. 


(b) X-ray may show calcification because they 
usually undergo calcareous degeneration. 


8. Enlarged Thymus— 


(a) The patient usually shows symptoms of status 
thymicolymphaticus. 


_ _(b) X-Ray of the chest reveals an uniform shadow 
in the region of manubrium sterni. 


Case REPporTsS 


Case 1—A Hindu male J.K., aged 45 years, was 
admitted in the Thomason Hospital on 4-1-45 with 
complaints of hoarseness of voice coming on gradually 
for 214 months; pain in the chest most marked behind 
the sternum and to the left‘of it for one month with 
occasional bouts of acute pain in the chest, back and 
in the head. During these attacks there was also pain 
in the long bones, nausea and vomiting. 


Vomiting gives him some relief. 


Past history, family history and habits of no 
significance. 


History of the present illness—about four months 
back the patient started having occasional headache 
and constipation. After a fortnight he felt a feeling 
of heaviness in the chest; and after another fortnight 
he began to get a choking sensation in the throat 
once or twice a day. Thereafter the hoarseness of 
voice came on, which progressed gradually. After a 
month of his getting the hoarseness of voice he felt 
acute pain in the chest, more on the front and to the 
left but sometimes also on the back and in the head. 
After a few days the pain became continuous. The 
pain in the chest increased on speaking and on lying 
over the left side or in the supine position. Coughing 
or sneezing did not aggravate the pain. There was 
considerable relief on lying over the right side and so 
he kept lying on this side, practically all through the 
day and night. 


Difficulty in swallowing was present. This had 
appeared after he felt acute pain in the chest. First 
there had been difficulty in getting down the solids 
and after a few days there was also some difficulty in 
taking liquids. The patient, therefore, had to remain 
on liquid feeds only. Constipation was very marked 
and the bowels did not move without the help of 
laxatives or enemata. 


Physical examination—The patient was fairly 
nourished, no dyspnoeic attacks. Pulse 78 per 
minute, regular, tension normal; temperature normal. 
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Blood pressure—right side systolic 140 mm. diastolic 
91 mm.; left side systolic 128 mm, diastolic 88 mm. 


Chest Examination— 


Inspection—no bulging or prominence; percus- 
sion—dullness in the middle zone; auscultation—V.R. 
diminished over the dullness, no accompaniments. 


Heart—apex beat visible ™%” to the left of the 
midclavicular line. 


_ Abdomen—nervous system and _ genito-urinary 
system normal. Rectal examination—nothing abnor- 
mal detected. 


A provisional diagnosis of mediastinal tumour was 
made which was confirmed by _ roentgenographic 
examination. 


Case 2—A patient N.C., Hindu male, aged 52 
years, broker by profession was admitted on 11-1-46 
in the Thomason Hospital, Agra, with complaints of :— 


1. Asthmatic attacks during the rainy season for 
7 years. 


2. Prominence of neck veins and those of the 
chest and abdomen for 7 months. 


3. Swelling of the face. 


4. Difficulty in mastication and swallowing for 
15 days. 


Family History—Father died of asthma about 
25 years back. 


Past History—He had suffered from gonorrhcea 
in 1915, suffered from cervical adenitis 4 years back 
which had been considered to be tubercular. The 
glands suppurated and healed up. 

Habits—He was addicted to liquor. 

History of present illness—The patient had been 
getting asthmatic attacks during the rainy season for 
the last 7 years. After the last attack he began to 
notice that there was puffiness of the face which was 
more marked under the eyes. In the beginning it 
used to disappear after an hour but now it had become 
more or less permanent. He also noticed that the 
veins of the neck and over the chest and abdomen 
began to become prominent and tortuous. 


The swelling of the face decreased after a long 
walk and after having a good motion. It also 
decreased in the supine position and when the head was 
thrown back. It was aggravated on stooping. 


Inspection—The patient 
Veins 


Physical examination: 
had swelling of the face, neck veins prominent. 
over the chest and abdomen prominent and tortuous. 
The right 2nd intercostal vein was very prominent. 
B.P. systolic 130 mm. diastolic 80 mm. both sides. 


Palpation and percussion notes: Normal over the 
chest. Auscultation: breath sounds normal, occasional 
crepitations and ronchi heard over the right apex and 
right middle zone. 


Heart, abdomen, nervous system etc. normal. 
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Pathological investigations— 


R.B.C. count 4-14 million per c.mm, 
W.B.C. count 8,050 per c.mm, 
Differential W.B.C. count. 
Polymorphs—83 % 
Lymphocytes—16% 

Monocyte—1 % 

W.R. of blood—completely negative. 
Urine—normal. 


X-Ray of Chest—Infiltration in the upper zone 
of the right hemithorax. 


The case was diagnosed as one of tuberculous 
mediastinitis, which caused obstruction of the greater 
veins of the mediastinum resulting in swelling and 
congestion of the face and prominence and tortuosity 
of the veins of the neck, chest and abdomen. Previous 
history of tubercular glands of the neck had already 
been mentioned. 


Case 3—K.R., aged 40 years was admitted in the 
Thomason Hospital, Agra, on 3-8-48 with complaints 
of hoarseness of voice, pain in the chest and cough 
with expectoration for one year. He narrated that he 
was quite alright till two years back—when he noticed 
some change in the voice and 6 months later pain in 
the chest on walking and cough with expectoration. 
History of syphilis 10 years back was obtained. 


On clinical examination there was no anaemia and 
no jaundice but the epitrochlear glands were palpable. 
There was a swelling on the right side of the chest 
close to the mammary region and it was not pulsating. 
Dullness was present over the swelling. No abnor- 
mality was elucidated in the cardiovascular and res- 
piratory systems. Blood count was normal. The 
Wassermann reaction of the blood was negative. A 
provisional diagnosis of mediastinal tumour was made 
and X,Ray examination showed a large rounded 
radio-opaque shadow in the region of the superior 
mediastinum with sharp margins which showed no 
pulsations and was distinct from the aorta. Barium 
swallow showed slight pressure on the oesophagus by 
the growth. 


Case 4—A.B., aged 20 years, farmer by vocation 
complained of pain in the chest, dyspnoea on slightest 
exertion and slight .puffiness of the face and neck. 
Headache was complained of which was_ specially 
marked when the patient bent forwards. Clinical 
examination of the patient did not reveal any abnor- 
mality. Blood pressure was the same in both the 
upper extremities. But when he was made to bend 
forwards he immediately became breathless and the 
face became cyanosed and congested. A provisional 
diagnosis of mediastinal tumour was made and X-Ray 
examination of the chest showed the presence of 
mediastinal tumour. 
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VITAMINS—THEIR NOMENCLATURE, METABOLISM 
AND MODE OF ACTION* 


D. V. S. REDDY, M.8.B.s., M.SC., 
Professor of Physiology, Central Institute of 
Physiology, Medical College, Madras 


THE ORIGIN OF THE TERM ‘VITAMIN’ AND 
NOMENCLATURE 


The illogical nomenclature of vitamins can only 
be understood from its historical development. The 
specific nutritional constituents, other than carbo- 
hydrates, fats, proteins, inorganic salts and water, 
required by the animal organism, were called “acces- 
sory factors’ by Hopkins (1906-1912) who was the 
first to recognise and prove by his classical experi- 
ments, that rats did not thrive on purified diets alone. 
In systemizing the knowledge of the accessory factors, 
Funk proposed in 1912 the generic term “VITAMINE 
on 2 grounds. These compounds are essential to life 
(the Latin term ‘Vita’ means ‘life’). The anti-beriberi 
compound, which was then recognized was also 
believed to be an amine. Later work, distinguished 
two types of accessory factors by difference of their 
solubility and they were then called “fat-soluble A” 
and “water soluble B”. Drummond was the first to 
combine the previously suggested terms and to drop 
the terminal ‘E’ of the Vitamine and make the 
generic term “vitamin”. The fat soluble growth and 
eye factor was called “vitamin A” and the water- 
soluble auti-beriberi compound “vitamin B” and anti- 
scurvy factor, “vitamin C”’. Vitamin D, E, G, H, I, 
were added later to the list. The blood coagulation 
vitamin was called vitamin K because the term 
coagulation is spelt with K in the German language. 
The lactation vitamin is ‘called vitamin L and the 
compound which prevents permeability of cells is 
vitamin P, 


Definition of Vitamins—Rosenberg (1942)? 
gives the following definition of vitamins: 


“Vitamins are organic compounds which are 
required for normal growth and maintenance of life 
of animals, including man, who, as a rule, are unable 
to synthesize these compounds by anabolic processes 
that are independent of environment other than air 
and which compounds are effective in small amounts, 
do not furnish energy and are not utilized as building 
units for the structure of ogranism but are essential 
for the transformation of energy and for the regula- 
tion of the metabolism of structural units.’ 





*Introductory paragraphs from the Thesis entitled 
“Physiological Studies on Vitamin K” which formed the basis 
of the award of M.Sc. Degree (Faculty of Medicine) of the 
Madras University. 

+But he recognises that it is not undisputed and attempts 
to answer a number ‘of criticisms, and proceeds to amplify 
certain aspects. (1) While most of the known Vitamins are 
synthesized by plants, animals including man, are, as a rule, 
unable to synthesize these compounds by anabolic processes. 
“In other words, the inherently available mechanisms of organo- 
synthesis in animals and man, are not provided with means 


Bicknell and Prescot, in their monograph on 
“Vitamins in Medicine” (1946)? stress that caution 
is necessary in framing the definition of Vitamin. 
They write :— 

“We have hesitated to give a definition of a 
Vitamin, which in the present state of our knowledge 
is beset with difficulty. What is a vitamin for one 
species is not a vitamin for another. ‘Thus the rat 
has no need of vitamin C which it can synthesise, yet 
this is essential for men and many other animals. 
Broadly speaking, a vitamin is an organic compound 
essential tor the maintenance of the life process; it 
cannot be synthesised in adequate quantities by the 
organism requiring it; it is only required in small 
amounts; it does not furnish energy by its metabolism, 
nor do its molecules contribute to tissue building or 
storage elements of the organism; it is a catalyst 
essential either for the transtormation of energy, for 
the working of certain enzyme systems, or tor the 
regulation of the metabolism of certain tissues. Admit- 
tedly this definition does not cover all the vitamins. 
It is true that some of the B Vitamins are concerned 
with energy transformation, vitamins A and C with 
the metabolism of epithelial tissue and connective 
tissue respectively, and vitamin D with phosphorus 
metabolism throughout the body. But this dehnition 
does not explain the nature of vitamin K unless this 
is a component of an oxidation-reduction or enzyme 
system—or the essential fatty acids, or vitamin E 
which probably functions as an anti-oxident.” 


PHYSIOLOGY OF VITAMINS 


_ The complexity of the physiological studies on 
vitamins is not always realised. While there is no 





to produce Vitamins. On the other hand, those compounds 
which are produced anabolicaily, (or catabolicaliy) and which 
otherwise Coniorm to the definition of Vitamins as given above, 
are Classed as hormones. ihe apparent independence of cattle 
tor certam members ot Vitamin B compiex and ior Vitamin 
K, is due to bacterial synthesis of these Vitamins in the rumen 
which is not anabolic process.” (2) “As long at least one 
animal species is known to be unable to syntnesize a parti- 
cular compound, that compound shouid be considered a vitamin, 
provided it coniorms with the dennition of Vitamins in other 
particulars.” As an example he cites, Ascorbic acid, which 
is synthesized by many mammals, whereas other animals, 
such as primates and guineapigs are dependent upon an out- 
side source of this compound. (3) It is becoming increasingly 
evident that all animais do not need exactly the same nutri- 
tional elements, as for instance, the observation that cockroach 
does not need Vitamin A. (4) The most severe criticism 
against this definition is that “the injected materials exert no 
Vitamin activity as such, but are active only after chemical 
transformation into other compounds, and that the ingested 
compounds should be called, not Vitamins but pro-vitamins, 
unless it is established that these do not undergo transforma- 
tion in the body.” But, if this interpretation is accepted, it 
would be difficult in many cases to decide if the co-enzyme 
or the entire enzyme system should be called a vitamin. So, 
Rosenberg concludes, that it is more logical to adopt a special 
term for enzymes which contain vitamins rather than to change 
radically the present day definition which has served a useful 
purpose and has been adopted generally. Closely similar to 
Vitamins in many respects but differing in one important fune- 
tional aspect from them (t.e., act as suppliers of energy 
or as structural building units) are the compounds called 
“Vitagens”. These consist mainly of some essential fatty acids 
and some essential amino-acids. 
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misunderstanding possible in the conclusion from 
chemical experiments (the constituents and reactions 
of which are known), the situation is _ entirely 
different in physiological studies of vitamins. 
Rosenberg (1942) writes:—‘Here the Vitamin acts 
in a very coinplicated and largely unknown system, 
i.e., the living organism. As a result, all experimental 
data obtained from studies on the living organism 
must be qualified as to the exact conditions used in 
the experiments. The multiplicity of possible inter- 
pretations then causes difficulties.” There is yet 
another difficulty. By the time the knowledge of 
chemistry and the physiology of Vitamins and of the 
living organism expands, it is modified, due to the 
fact that all statements regarding physiological 
reactions are based on certain assumptions and 
hypotheses . . . Threfore ‘a tremendous amount 
of work is necessary to establish the true physioiogical 
action of Vitamins.” In most cases, there are many 
gaps to be filled before a well-rounded pictu.2 can 
be presented. 


Information regarding the physiology of Vitamins 
in plants and micro-organisms which possess a special 
mechanism for the synthesis of vitamins, is very 
meagre. 

Animal physiology, in relation to Vitamins, may 
be conveniently subdivided into the following :— 


(a) metbolism of Vitamins, 
(b) physiological action of Vitamins, 
(c) mechanism of action, and 


(d) relation of Vitamins to each other, to hor- 
mones and minerals. 


(a) Metabolism of Vitamins—When the Vitamins 
are supplied in diet or taken orally, they are readily 
absorbed in the intestinal tract of the normal and 
properly functioning organism. The water-soluble 
vitamins are absorbed as such, if they are in free 
form. If given in combined form, they have to be 
hydrolysed to the free Vitamin, before absorption 
can take place. ‘he fat soluble Vitamins require the 
presence of bile for digestion and absorption. After 
absorption, the Vitamins are carried through the 
organism by the blood stream to the various tissues 
and organs, where they are needed. No special 
storage organs appear to be set apart for the deposi- 
tion of Vitamins. Bodily tissues and fluids generally 
contain a certain level of Vitamins. Some organs 
contain larger amounts than the rest. The significance 
of this finding is still not obvious. “It is believed to 
be a necessity for the proper functioning of that parti- 
cular organ. This conclusion has been reached in 
recognition of the fact that during times of iow Vita- 
min intake, these organs are not depleted of their 
Vitamin content, although the actual amount is some- 
what reduced. Simultaneously, symptoms of Vitamin 
deficiencies occur long before the amount present in 
these special organs is exhausted. Thus the amount 
of Vitamin present in such special organs cannot be 
considered as a storage of the Vitamin for distribu- 
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tion over the entire organism.” (Rosenberg—1942). 

The normal Vitamin concentration in the 
organism has also been explained on physiological 
grounds. Apparently, it is a certain safety factor for 
times of low Vitamin intake. The healthy organism 
on a normal diet excretes certain amount of the 
vitamins, but the substances are not excreted or 
excreted only in very much reduced quantities, when 
the Vitamin intake is low, notwithstanding the fact 
that adequate quantities are already in the organism. 
It is therefore reasonable to conclude that the body 
appears to possess “a self-regulatory mechanism for 
the utilisation of the Vitamins.” On the other hand, 
when excessive amounts of the vitamins are supplied 
to the animal, they are excreted within a relatively 
short time. ‘The water-soluble vitamins are. excreted 
through the urine, while the fat soluble vitamins are 
eliminated through the feces. 


(b) Physiological action of Vitamins—‘Vitamins 
are necessary for the animal organism as a whole”, 
states Rosenberg (1942) “not tor the individual cells, 
although the reactions of Vitamins are carried out pre- 
dominantly in cells.” Wolbach (1937)* has shown 
that cells deprived of Vitamins can survive, and 
multiply while the entire organism cannot. The 
observations made in many experimental studies are 
generally concerned with secondary symptoms or 
reactions and it is not always easy to decide whether 
the observations and results are of primary or 
secondary nature. “The primary physiological action 
of most vitamins is scarcely known.” On the strength 
of the available data, Rosenberg deduces, that certain 
differences exist between the physiological action of 
water soluble and fat solublle Vitamins. Fat soluble 
Vitamins (and also Vitamin C) maintain the “regula- 
tion of the mtabolism of structural units.” Water- 
soluble Vitamins of the B Complex are concerned 
mainly “with the mechanism of transformation of 
energy.” Thus, Vitamin A is concerned with the 
building up of the cell nucleus, Vitamin D plays a role 
in the process of bone calcification, Vitamin E controls 
maturation and differentiation of cells, and Vitamin K, 
maintains the level of certain structural (or at least 
potentially structural) building units of blood, which 
initiate the process of coagulation under proper 
conditions. 


(c) Mechanism of the Vitamin action—An under- 
standing of the action of Vitamin should precede the 
studies on the mechanism of action. As long as the 
physiological action of the Vitamins is not clearly 
known the mechanism of action will remain unknown. 
The primary physiological action as well as the mecha- 
nism of action of Vitamin B,, Bs, and of Nicotinic Acid 
may be said to be partly understood, but the same can- 
not be said of other Vitamins. 


(d) Relation of vitamins to each other, to harmones 
and minerals—A theory of synergism and antagonism 
of vitamins has been postulated and generally accepted, 
though the experimental basis is not definite. On the 
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TREATMENT OF KALA-AZAR 


other hand, there is not only a general effect of vitamins 
| on the secretion of hormones (gonads, etc.) but there 
has also been postulated a theory of synergism and 
antagonism of Vitamins to hormones (i.e., Synergism 
between Vitamin C and the hormones of adrenal cortex 
and medulla; antagonism between Vitamin C and 
thyroid). The relation of Vitamins to inorganic salts 
is also believed to exist, though it is an indirect one— 
possibly of co-operation. An example of such co- 
operative action is the action of manganese in enzyine 
systems which contain B,, and the action of copper in 
Ascorbic oxidase. 
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THE TREATMENT OF KALA-AZAR AND ITS 
COMPLICATIONS 


P. C. SEN GUPTA, m.B. (CAL.), 
Officer-in-Charge, Kala-azar Research Department, 
School of Tropical Medicine, Calcutta 


There have been considerable advances made in 
the treatment of kala-azar during the last ten years. 
Several new compounds possessing well marked thera- 
peutic properties against visceral leishmaniasis have 
been synthesised and subjected to clinical trials and 
proper dosage worked out. Also some of the anti- 
biotics and sulphonamides have been found to be of 
great value in the treatment of certain serious compli- 
tations of kala-azar. In this paper it is proposed to 
describe the treatment of this disease and its complica- 
tions in the light of recent work on the subject, under 
the following main headings: (a) General measures 
and diet; (b) Specific treatment; (c) Subsidiary treat- 
ment; (d) The treatment of complications; and 
(e) Treatment of ‘resistant’ kala-azar 


GENERAL MEASURES AND DIET 


The uncomplicated and well developed cases of 
kala-azar can be treated at the out-patients’ department. 
But the case with high remittent temperature or with 
serious complications is best treated as a ‘bed case’ in 
the hospital or at the patient’s home. 


A patient suffering from kala-azar is liable to various 
complications. Consequently it is a good practice to 
pay extra attention to oral hygiene, to see that the 
patient is not exposed to chill and. that he does not 
indulge in dietetic indiscretions. 


A kala-azar patient usually has a good appetite and 
tan digest well so long as the food is not too rich. He 
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should be given what is more or less the normal diet 
for him with the exception that he is not to have any 
highly spiced food and that the fats are to be reduced 
to a minimum. Rice or bread, milk, dahi (curdled 
milk), eggs, dal soup (lentil or pea soup), vegetables, 
fish, fruits, viz., oranges or limes, these constitute the 
usual diet for an uncomplicated case of kala-azar whose 
temperature does not rise bevond 102°F. In the cases ° 
with high fever, the diet consists of milk, bread, custard 
and chicken soup, and fruit juice. Diets for complicated 
cases have been discussed under the headings dealing 
with these conditions. It is necessary to prescribe 
multivitamin tablets to provide for adequate vitamin 
intake. 


SPECIFIC TREATMENT FOR KALA-AZAR 


There are two groups of compounds, vis., the anti- 
monials and the aromatic diamidines, that possess 
specific curative action in visceral leishmaniasis. 


Of the antimonials, the various pentavalent com- 
pounds containing p-aminophenyl stibonic acid, e.g., 
urea stibamine and similar urea compounds, neostibo- 
san or diethylamine p-aminophenyl stibonate, and 
sodium antimony-v-gluconate, are the best known. 
The antimony] tartrates and the trivalent antimony 
compounds are relatively less effective. Neostibosan 
is now available in India, but supplies may be limited. 


The pentavalent antimony compounds are used in 
the routine treatment of kala-azar. The antimonials 
are contraindicated in the cases complicated by pulmo- 
nary tuberculosis. In the cases complicated by lobar 
or broncho-pneumonia, the antimonials should be 
withheld till the pulmonary condition returns to normal. 
In the cases with jaundice and/or hemorrhages, 
ascites, nephritis or dysentery, the antimonials should 
be used but with proper precautions (vide infra). 


The aromatic diamidines are indicated in the 
antimony-resistant cases of kala-azar, the cases showing 
hypersensitive reactions to antimonials and the cases 
complicated by pulmonary tuberculosis. One of the 
diamidines, viz., pentamidine isethionate, is very suit- 
able for the treatment of the cases in which intravenous 
injections are difficult. Pentamidine is well tolerated 
by the intramuscular route in a ten per cent solution. 
The aromatic diamidines are preferably avoided in the 
cases with jaundice, hemorrhages, ascites or signs of 
renal failure, i.e., serious hepatic or renal damage. 


In the following table (Table I) is presented in 
full detail, the mode of administration, course, etc., of 
the more well-known antimonials and aromatic diami- 
dines that have proved of value in the treatment of 
kala-azar. It has to be emphasised that the dosage 
given in the table is suitable for the treatment of an 
average case seen in most parts of India. For the 
treatment of the cases in Assam in India, and China, 25 
per cent more of the drug is required; and the course 
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Drug 


Strength of so- 
lution (Freshly 
made in all 


cases, unless 
supplied ready 
made) 

Dosage 

Route of | 
administration 


Interval be- 
tween injections 


Total dose and 
the number of 
injections in a 
course. 


Immediate cure 
rate. 


Relapse rate 


PENTAVALENT ANTIMONIALS 


Urea stibamine & 
allied compounds; 


(stiburea, amino- 
stiburea, _ stibura- 
mine, urea stibol 
etc.) 


5 % in sterile re- 
distilled water 


Adults: 
Ist inj. 0-05gm. 
2nd inj. 0-10gm. 
3rd inj. 0-15gm. 
enramy ' 


Children: 
Maximum dose 
0-15gm. 
Infants weight 
201b. or less. 
Initial dose 
0-025gm. 
2nd injt 0-05gm. 
eeu | 


20gm. 


10gm. 


Intravenous 


Daily, on alternate 
days, or twice a 
week 


2-7gm for adults, 
2-l1gm for children, 
and 1-5gm for in- 
fants, given in 15 
injections. 


About 90 to 95 
per cent. 


About 5 per cent 


Neostibosan 


5% in sterile re- 
distilled water for 
I.V. injection; 25 
per cent for I.M. 
injections 


Adults: 
Initial dose 0-2gm. 
Subsequently 
0-3gm. 
Children & 
Infants: 
Initial dose 0-05 
gm. to 0-10gm., 
subsequently maxi- 
mum for  50lb. 
body weight 0-25 
gm., for 40Ib. 0-20 
gm., for 30Ib. 0-15 
gm., and for 20lb. 
0-10gm. 


Intravenous or 
intramuscular 


Daily, on alternate 
days, or twice a 
week Daily injec- 
tions preferable 


3-5gm. for adults, 
1-25 to 2-75gm. 
for infants and 
children of differ- 
ent weights, given 
in 12 injections. 


About 95 per cent 


About 5 per cent 


Sodium Antimony- 
v-Gluconate 
(stibatin, 
bosan, 
etc.) 


solusti- 
myostibin 


Supplied asa ready 
made solution con- 
taining 20mgm of 
Sb./c.c.; also as 
solution containing 
100 mgm Sb/c.c. 


Initial dose 5 c.c. 
in all cases; maxi- 
mum for adults 20 
c.c.; for children 
15 c.c.; for infants 
7 to 10 cc. For 
soln. containing 
100 mgm Sb/c.c. 
doses are 1/5th of 
above, which are 
for soln. containing 
20 mgm Sb/c.c. 


Intramuscular. 
May be given 
intravenously 


Daily or on alter- 


nate, days. Daily 
injections _ prefer- 
able 


For solutions con- 
taining 20 mgm. 
Sb/c.c. 

200 to 250 c.c. for 
adults, about 150 
c.c. for children 
and 100 to 120 cc. 


for infants in 10 to #%7* 


14 injections. Total 
1/5th of above for 
sol. containing 100 
mgm Sb/c.c. 


About 95 per cent. 


About 10 to 15 per 
cent relapse. 


AROMATIC DIAMIDINES 


Stilbamidine 
isethionate 


(M. & B. 744) 


1% in sterile re- 
distilled water for 
LV. injections ; 
10% solution for 
ILM. injections 


Maximum dose for 
adults and children 
and infants 3 mgm 
per kilo body 
weight. 1/4, 1/2 
and 3/4 maximum 
dose for the Ist, 
2nd and 3rd injec- 


tions. For I.M. 
injections maxi- 
mum dose may be 
given from _ the 
beginning of the 
course of  injec- 
tions 


Intravenous or 
intramuscular 


Daily or on alter- 
nate days 


1-5 to 2-0 gm. per 
100Ib. body weight 
in 10 to 15 injec- 
tions 


About 98 per cent 


About 3 to 4 per 
cent 


Pentamidine 
isethionate 


(M. & B. 800) 


1% in sterile re 
distilled water for 
os injections; 
10% solution for 
I.M. injections 


Maximum dose 3 
to 4 mgm per kilo 
for all age groups. 
For I.V. injections 
maximum dose is 
reached in two to 
three stages, a3 
with _ stilbamidine, 
For I.M. injections 
maximum dose may 
be given from the 
beginning of the 
course of injections 


Intramuscular or 
intravenous 


Daily or on alter- 
nate days, till 10 
such. Rest for 10 
days. Then another 
10 injections. 


3 to 4:5 gm 
100 Ib. body weight 
given in 20 injec- 
tions 


About 94 per cent 


About 15 per cent. 
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of treatment has to be extended. For the treatment 
of the Mediterranean and the Sudan forms of the 
disease twice and three times respectively of the total 
dosage for Indian kala-azar is required. The cure 
rates given in the table are for Indian kala-azar treated 
under good hospital conditions. 






In the uncomplicated cases of kala-azar, the res- 
ponse to specific treatment is noticed within a short 
period of commencement of antimony treatment. The 
fever usually subsides within a week whether the injec- 

~ tions are given daily or two or three days a week. 
1S; Sometimes the fever persists to the end of the course 
for § of injections particularly when the injections are given 
daily. In the cases that are apyrexial at the com- 
mencement of treatment, occasional sharp rises of 
temperature may be noticed after some of the injections. 
When a patient shows higher rise of temperature after 
the commencement of antimony treatment, and_ this 
ps. fever persists, serious complications such as activation 
ms #f of a pulmonary tuberculous focus, serious respiratory 
is § complications, agranulocytosis, etc., should be looked 


be for. In the cases treated with the aromatic diamidines, 
ne, & the fever often persists till the end of or till a few days 
ms § after the completion of the course of injections. 

ay 

‘ There is a rapid improvement of the general condi- 


ns tion of the patient and there is a steady gain in weight. 
In the cases with cedema, there is usually an initial loss 
of weight due to loss of cedema, but this is followed by 
increase of weight. 


t There is little change to be noticed in the size of 
the spleen during the first week or ten days of treat- 
ment. The first change that is noticed is that the spleen 
feels flatter or less bulging and softer. About three 


T weeks after the completion of treatment when the injec- 
10 tions are being given daily, well marked reduction of 
10 ; 

er the size of the spleen occurs. A spleen enlarged to 4+ 





. inches below the costal margin, usually becomes just 
' palpable or but slightly enlarged. But a massively 
ad enlarged spleen cannot be expected to disappear within 
ht such a short period. It usually reduces approximately 
sc by half and becomes softer and more mobile, i.¢., it 
can be moved laterally and upwards by the palpating 
fingers. The decrease in the size of the spleen continues 
for several weeks after the successful specific treatment. 
But some degree of residual enlargement may persist 
in the cases that had massive enlargement at the begin- 
ning of treatment. 

The decrease of hepatic enlargement is much 
more gradual, and it may be months before the size of 


t : 

' the liver returns to normal. 

nt. The blood picture improves steadily after the 
completion of specific treatment. The hemoglobin 

a value, red cell count, and the leucocyte count show 


marked improvement, about two to three weeks after 
the completion of specific treatment for kala-azar. The 
leucocyte count rises upto more or less the normal 
standard and the hemoglobin value improves by over 
50 per cent of the original level. 
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The Criteria of Cure—The criteria of clinical 
recovery consist of (a) subsidence of fever and 
maintenance of apyrexia; (b) improvement of general 
health, and gain in weight; (c) decrease of the size of 
the spleen; (d) increase of leucocyte count to near 
about the normal level, i.e., about 5 to 7 thousand per 
c.mm.; and (e) well marked improvement of hamo- 
globin value. 


There are really no good criteria for permanent 
cure of kala-azar. A patient may relapse after 
fulfilling all the criteria of immediate clinical cure and 
no parasites being found on sternal puncture after 
treatment. The best criterion of permanent cure that 
holds good for 95 per cent of the cases of Indian kala- 
azar is the freedom of the patient from all symptoms 
of kala-azar for a period of six months after immediate 
clinical cure. 


Unpleasant reactions during specific treatment— 
The administration of the pentavalent anitimonials is 
reiatively free trom unpleasant symptoms. but hyper- 
sensitive reactions are by no means rare. Roughly 
between two to five per cent of the cases undergoing 
treatment at the out-patients’ clinics have milder types 
of hypersensitive reactions. Nausea, vomiting, and 
cough in the milder cases, respiratory distress, sweating, 
faintness, feebleness of the pulse and collapse in the 
severe cases and urticarial rashes as well in some of the 
cases,—these are the different hypersensitive reactions 
seen after the intravenous administration of antimonials. 
Syncopal attack ending fatally is distinctly rare but not 
entirely unknown. Hypersensitive reactions are more 
frequent after 4 or 5 or more injections given to the 
patients treated with two injections per week. In the 
patients who receive daily injections, such reactions 
are almost unknown. Nausea and vomiting are fre- 
quent if the injection is given soon after a meal ; conse- 
quently the injections are best given two hours or so 
alter the patient has had a cup of milk. ‘ 


The intravenous administration of the aromatic 
diamidines is usually associated with fall of blood 
pressure and the patient may complain of burning 
sensation all over the body, flushing of the face, giddi- 
ness, palpitations, breathiessness, sweating, faintness, 
etc. Most of these symptoms can be obviated by 
administering the drug at an extremely slow rate with 
the patient lying flat in bed or by the previous injection 
of adrenaline or calcium gluconate. But slow intra- 
venous injections are followed by thrombosis of the 
vein employed. Intramuscular injections of stilbami- 
dine are very painful but pentamidine is well tolerated 
by the intramuscular route. No immediate reactions 
are caused by the intramuscular injections of aromatic 
diamidines. 


For the treatment of hypersensitive reactions to 
antimonials, adrenaline is the drug of choice. It should be 
given in 0-25 to 0-5 ccm. doses hypodermically 
immediately the patient starts showing symptoms of 
hypersensitiveness. For persistent vomiting injection 
of atropine is often useful, In the cases that get severe 
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circulatory collapse coramine in addition to adrenaline . 


is generally found useful. If persistent vomiting and 
evacuation of the bowels cause dehydration, parenteral 
administration of saline has to be considered. 


The patients treated at the out-patients’ clinics 
should be under observation for half an hour after 
receiving the injection, so that they may be treated 
immediately if any untoward symptoms appear. 


The immediate reactions after diamidine therapy 
can be relieved by an injection of adrenaline; in most 
cases no treatment beyond rest in bed for 15 minutes 
or so is needed to enable the patient to get over his 


symptoms. 


Haemorrhages occasionally occur after injections 
of the pentavalent antimonials. Severe epistaxis, bleed- 
ing from the gums, retinal haemorrhage, have been 
encountered during the course of injections of anti- 
monials. It may be necessary in such cases to reduce 
the dose of the antimony compound or to space out 
the injections. Symptomatic treatment of haemorr- 
hages has been discussed elsewhere (vide infra). 


Sequelae of specific ‘treatment of kala-azar— 
Pentavalent antimonials are practically free from any 
toxic sequelae. Occasionally jaundice develops in a 
very small proportion of the cases treated; this is 
apparently of the nature of ‘injection’ jaundice. 


Stilbamidine therapy is often followed by the 
development of a late neurological sequel, viz., Diami- 
dino stilbene Neuropathy. This condition is charac- 
terised by paraesthesia and partial anaesthesia affecting 
mainly parts of the face and forehead, twitching of 
the eye-lids and in some cases some trophic changes 
over the affected areas. Paraesthetic symptoms, viz., 
itching, formication, and numbness, and twitching of 
the orbicularis oculi, may be rather troublesome. On 
examination, the most constant finding is the loss of 
sensation of light touch with the preservation of the 
sensations of pain, temperature and pressure over vari- 
able portions of the area supplied by the trigeminal 
nerve. The lesion is obviously in the principal sensory 
nucleus of the fifth nerve situated in the pons and is 
apparently of the nature of a toxic degeneration caused 
by stilbamidine or its metabolite. The development 
of diamidino stilbene neuropathy, a condition that is 
not fatal and not progressive but is rather troublesome 
for the patient, restricts the use of this powerful drug 
to only selected groups of cases. Pentamidine is free 
from such toxic sequelae. 


SuBsIDIARY TREATMENT 


In India the patient suffering from kala-azar often 
has a superadded helminthic infection, or malaria; he 
might pass cysts of entamceba histolytica in his feces, 
or he may show microfilaria in his blood. There 
should be no interruption of the specific treat- 
ment for kala-azar because of the presence of these 
infections. Malaria requires treatment when it 


SEN GUPTA 


380 





ay 


Vol. XVIII 
JULY, 1949 


becomes manifest, an event that may be noticed at 
the termination of the course of treatment or even 
before the commencement of treatment. Helminthic 
infection and chronic amoebic infection sine dysentery, 
should be treated well after the treatment of kala-azar 
when the haemoglobin value is about 11 gm. per cent, 
or more. Tetrachlorethylene or a combination of san- 
tonin and oil of chenopodium will be found to be very 
useful for the treatment of helminthic infection and 
iodochlorooxyquinoline or di-iodoquin for chronic 
amoebiasis. The same principle applies to the treatment 
of filariasis, a condition, which if anything, will be bene- 
fited by antimony treatment and hetrazan therapy may 
be carried out during convalescence from kala-azar. 


THE TREATMENT OF COMPLICATIONS 


Kala-azar is often associated with serious compli- 
cations particularly in the well-developed stage and 
more frequently during epidemic outbreaks. It is 
proposed to discuss the treatment of the more serious 
complications only. 


(a) Cancrum Oris—Cancrum oris was regarded 
as the most classical and the most fatal complication of 
kala-azar. But the use of penicillin in the treatment 
of this condition has yielded very satisfactory results. 


The treatment consists essentially of (7) penicillin, 
20 to 50 thousand units intramuscularly every three 
hours for about five to ten days; local spray with peni- 
cillin solution containing 500 units per c.cm. every 
three hours; (i) specific treatment of kala-azar with 
pentavalent antimonials, the injections being given 
daily; (iii) measures to increase the body resistance, 
viz., adequate nourishment and vitamin intake, blood 
transfusion (the patient is often very anaemic as well), 
and in very asthenic patients it may be necessary to 
administer glucose solution with vitamins B, and C 
and calcium gluconate intravenously. Under _ this 
treatment the slough generally separates within 48 to 
72 hours leaving a clean granulating margin. In the 
cases where there has been considerable loss of tissue 
before the commencement of treatment, it is necessary 
for the patient_to undergo plastic surgery when the 
general health is restored to normal. 


Dysentery and severe diarrhoea—These are rela- 
tively serious complications of kala-azar, because the 
specific treatment is at times not so effective as in 
other infections, e.g., sulphonamides in pneumonia, 


In the cases with bacillary dysentery or severe 
diarrhoea where no definite causative organism can be 
found, sulphaguanidine in 2 to 3 gm. doses every four 
hours is useful. The diet should be restricted to pro- 
tein hydrolysate, butter milk or peptonised milk, 
according to the severity of the symptoms. It may be 
necessary to administer fluids or blood plasma intrave- 
nously in the cases having severe diarrhoea and in 
markedly anaemic patients blood transfusion will be 
found to be of great value both for anaemia and the 
dysenteric symptoms. In the cases with amoebic 
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dysentery, emetine gr. 1 subcutaneously daily till six 
such and iodochloroxyquinoline 0-5 bid. for 
ten days or di-iodoquin 3 tablets t.id. for three weeks 
yield satisfactory results. 


The specific treatment of kala-azar should be with 
the antimonials but the injections should be given at 
intervals of two to three days during the attack of 
dysentery. 


Jaundice—Jaundice is one of the unfavourable 
complications of kala-azar. It indicates severe hepatic 
damage and may be associated .with severe haemorr- 
hages. 


The treatment is symptomatic, consisting of ad- 
ministration of an old fashioned cholagogue mixture, 
fat poor diet supplemented by methionine and liberal 
amounts of glucose and vitamins particularly vitamin 
K parenterally. The specific treatment of kala-azar 
is with one of the least toxic antimony compounds, 
viz., sodium antimony-v-gluconate or neostibosan, and 
the injections are given on alternate days or at intervals 
of two to three days. The maximum dose for the 
drug should be reached cautiously ; and it may be safer 
in some cases to use the dose just short of the maxi- 
mum as the highest dose as long as the jaundice 
persists. 


Ascites and probable cirrhosis of the liver—This 
is a complication seen mostly in very chronic cases of 
kala-azar, and the outlook is rather unfavourable. 


The treatment consists of: restriction of fluid 
intake; low fat, high carbohydrate diet supplemented 
by milk proteins and methionine and vitamins B, and 
C particularly; and diuretics, ammonium chloride and 
mercurial diuretics being used, if necessary. Paracen- 
tesis may be necessary in the cases showing marked 
abdominal distension caused by ascites. The specific 
treatment for kala-azar is by one of the least toxic 
antimonials and the injections are spaced out and the 
dosage regulated as in the cases with jaundice (vide 
supra). 


The cases that show marked hypoproteinaemia 
should be treated with transfusion of plasma 200 to 
300 c.cm. at a time and repeated, if necessary. 


Acute respiratory infections, lobar or broncho- 
pneumonia—Penicillin, 25 to 50 thousand units every 
three hours, is the drug of choice. In the cases this 
is not feasible, sulphonamides, viz., sulphathiazole or 
sulphadiazine, may be given with advantage in spite 
of the fact that there is usually a marked degree of 
leucopenia due to kala-azar, in these cases. The dosage 
employed for an average Indian patient is about 4 to 
6 gm. on the first day followed by 4 gm. on the 
subsequent days till the condition subsides. The specific 
treatment for kala-azar is withheld till the pneumonic 
or broncho-pneumonic condition subsides completely. 
Milder respiratory tract infections are no contraindica- 
tions for antimony. therapy. 
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Kala-azar complicated by pulmonary or other 
forms of tuberculous disease—The combination of 
kala-azar and pulmonary tuberculosis was regarded as 
a fatal one by Napier and rightly so, because of the 
fact that there may be a fatal ‘flare up’ of the pulmo- 
nary tuberculous focus as a result of antimony treat- 
ment of kala-azar. 


The drug of choice for the treatment of such cases 
is stilbamidine. The injections are given on alternate 
days and the total dose is reached in 12 to 15 injec- 
tions. The patient is treated as a strict ‘bed case,’ and 
he is given full diet and vitamins and calcium. Haema- 
tinics are added towards the end of the course of injec- 
tions and continued during the convalescence. There 
is usually no ill-effect on the pulmonary lesion due to 
stilbamidine, and the cure of kala-azar distinctly im- 
proves the chances of arrest of tuberculosis. Strepto- 
mycin should be used along with the specific treat- 
ment of kala-azar if the type of lesion is suitable for 
streptomycin therapy; one gm. daily is the average 
requirement for an Indian patient. For the cases 
suffering from non-pulmonary tuberculosis, viz., abdo- 
minal or glandular tuberculosis, in addition to kala- 
azar, stilbamidine or pentamidine should’ be used for 
the treatment of kala-azar .along with streptomycin 
therapy for the tuberculous disease. Surgical treat- 
ment of tuberculosis is best withheld till the completion 
of anti-kala-azar therapy. 


Haemorrhages—Minor haemorrhages such as 
slight epistaxis or bleeding from the gums or a few 
petechial haemorrhages do not require any vigorous 
treatment and these usually disappear after the com- 
pletion of treatment of kala-azar. Local treatment 
along with calcium gluconate and vitamin C given by 
mouth or by injections are all that is required for 
these symptoms. The treatment for kala-azar is not 
interrupted but the injections are preferably given on 
alternate days. 


But if there are extensive haemorrhages, severe 
purpura with large ecchymoses, bleeding from the 
mucous membranes, from the intestinal tract and else- 
where, the prognosis is grave. It is necessary to 
employ almost all the therapeutic agents we know of 
in the treatment of this serious condition. Blood 
transfusions, injections of calcium gluconate, vitamins 
C and K, vitamin P by mouth, local application of 
Russel’s viper venom, astringents, sedatives, all these 
should be employed. The specific treatment of kala- 
azar should be with the pentavalent antimonials and 
it should be cautiously applied in the smaller doses 
and at two to three days intervals as long as the severe 
haemorrhages persist. 


Agranulocytosis or malignant granulopenia—This 
complication is rather uncommon in Indian kala-azar, 
but during the last few years several cases of kala- 
azar that developed this complication either before 
receiving any specific treatment for kala-azar or during 
the course of specific treatment, have been treated at 
the School of Tropical Medicine, Calcutta. 





JOURNAL SEN GUPTA 


The treatment consists of the following: penicillin 
50,000 to 100,000 units intramuscularly every 3 hours 
in order to combat any septic infection; whole liver 
extract or pentnucleotide either singly or in 
combination in an attempt to raise the granulocyte 
count; easily digestible or predigested food with ade- 
quate supplement of vitamins; glucose solution (25 
per cent), with vitamins B; and C and calcium intra- 
venously, diffusible stimulants and percorten to pre- 
vent any peripheral circulatory failure that may super- 
vene; and transfusion of freshly collected blood given 
when the temperature is below 102°F and with every 
precaution to avoid pyrogen reactions. 


The specific treatment with one of the least toxic 
pentavalent antimonials may be given in the previously 
untreated cases. But in the cases that develop this com- 

lication during the specific treatment of kala-azar, it 
is more rational to withhold antimony treatment till 
the condition subsides. 


In the cases that respond to treatment, the granu- 
locyte count comes up within 3 to 7 days, and the 
patient slowly recovers. 


Severe anacmia—The patients suffering from kala- 
azar show a moderate degree of anaemia in most cases. 
But in a fair proportion of cases (10-12%) there 1s 
a severe degree of anaemia, the haemoglobin being 
about 3 to 5 gm. per cent, and the red cells about a 
million or so. Such patients usually have severe 
degree of hypoproteinaemia and often show oedema 
and may have other complications as well. Although 
many severely anaemic cases (but otherwise free from 
serious complications), recover after specific treatment 
for kala-azar, it is preferable in such cases to start off 
with a blood transfusion as the specific treatment 1s 
begun. Haematinics are really effective after the com- 
pletion of the specific treatment for kala-azar, Blood 
transfusion also helps to correct hypoproteinaemia, in 
relieving oedema, and in combating any other serious 
complications that might affect the severely anaemic 
patient. 


In an average case, a course of ferrous sulphate, 
gr. vi, tid. for three weeks along with good diet 
supplemented by marmite, is very useful during con- 
valescence in restoring the blood count to normal. In 
the cases with definite macrocytic anaemia, it is neces- 
sary to administer crude liver extract 2 to 4 ¢.cm. 
intramuscularly on consecutive days till at least six 
such. 


General anasarca—The treatment consists essen- 
tially of: putting the patient to bed and restricting 
the fluid intake; the diet should include protein 
hydrolysates; alkaline diuretics; and specific treat- 
ment for kala-azar. For the cases with severe 
anaemia the treatment has already been indicated. 
Transfusion of blood plasma is a useful procedure but 
it is not frequently needed, because in the absence of 
other complications the patient usually gets rid of his 
oedema with rest and specific treatment of kala-azar. 


Ammonium chloride and mercurial diuretics are 
only occasionally required. 
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THE TREATMENT OF ‘RESISTANT’ KALA-AZAR 


A ‘resistant’ case of kala-azar is one in which an 
ordinarily efficient course of treatment fails in leading 
to a clinical cure or there is relapse. A small pro- 
portion of such cases is cured after another course of 
the same or similar drug, but others are not amenable 
to such treatment. The treatment of such cases was 
very unsatisfactory in the past. 


Previous to the introduction of the aromatic dia- 
midines, the treatment consisted of intensive courses of 
treatment with another pentavalent antimonial and 
attempts were made to increase the body resistance by 
intramuscular injections of Muir’s turpentine, creosote, 
camphor, olive oi] mixture (1:1:1:2-5) during the 
course of treatment. Though undoubted cures did 
result in some cases, failures were not infrequent and 
the treatment could hardly be regarded as satisfactory. 


At the present time stilbamidine, one of the aro- 
matic diamidines, is to be regarded as the drug of 
choice in the treatment of such resistant cases. For 
the treatment of the stibio-resistant cases, the scheme 
of treatment is as follows: 15 injections of stilbamidine 
isethionate, total dose 2 gm. per 100 Ib. body weight, 
are given on consecutive days; rest for 2 to 3 weeks 
during which subsidiary treatment and any anti- 
anaemic treatment necessary are carried out ; the patient 
is then examined clinically and haematologically to 
see if all the criteria of clinical cure are fulfilled. If 
it is found that the patient cannot be regarded as 
fully cured, a second course of 15 injections will have 
to be given. In very resistant cases it may be neces- 
sary to administer a third course of injections. 


In Indian kala-azar it has been found that the 
treatment outlined above is very satisfactory. But 
cases are on record mostly from the Mediterranean 
area and Sudan in which even such therapy has been 
followed by relapse. In such cases ‘splenectomy should 
be considered in selected drug-resistant cases of kala- 
azar and the operation should be followed by further 
course of chemotherapy.’ 


In the cases that relapse after one of the less 
efficient antimonials or diamidines, one or two courses 
of injections of one of the most efficient antimonials 
usually succeeds, 
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TREATMENT OF WHOOPING COUGH #* 


A. B. ROY, .s., B.s., 
Allahabad 


“When it is left to the course of Nature alone to 
be worked out, it commonly will last eleven or twelve 
weeks, nay frequently half a year. What is still worse 
to see the disease is very dangerous and often fatal. 
A number of patients are stifled by it, getting convul- 


sion and apoplexies. others pine away entirely, others , 


again are puffed up by it and die. Besides, a great 
number contract ruptures hereby, or become deformed.” 

These were the lines written by Rosen Von 
Rosenstein, in the year 1766. The disease whooping 
cough has changed very little in two hundred years, 
since this was written. The advances of medical science 
in these two hundred years have not been able to alter 
the course of this disease much. In 1941 there were 
222,202 cases reported in the U.S.A. and 3,581 deaths. 
One death for every 61 cases. 

The statistics in Great Britain in the same year 
has been given as 17,331 reported and 2,383 deaths. 

The 126 great towns of England give the following 
statistics for the year 1943 and 1944:— 

95,859 (-23) and 93,107 (1-23)—The figures 
are probably incorrect since it is likely that only a small 
number of cases are reported and followed up. 

No reliable statistics of Indian cases is available. 

Still we can well imagine the condition of patients 
in India where poverty, malnutrition, low condition, 
unhygienic surroundings run side by side and majority 
of children suffer from the consequences of deficiency 
diseases making them like other diseases more prone 
to pulmonary infection. 


TREATMENT 


Much can be said about the treatment of whooping 
cough specially the treatment by drugs. But the count- 
less number of drugs advocated for the treatment of 
this disease have themselves proved their futility. So 
only an outline is given of the most modern principles 
on which the disease is treated now-a-days. 

Prophylaxis—Prophylactic immunisation is best 
carried out on children aged r to 2 years. The total 
immunisation dose depends upon the type of vaccine 
used. The alum precipitated type being more anti- 
genic requires lesser number of organisms than the plain 
suspension type. Forty billion organisms are sufficient 
when administered in three doses at intervals of approxi- 
mately one month. 

Quarantine and isolation period—Quarantine 
period is 3 to 4 weeks; isolation period is 6 to 10 
weeks under ordinary circumstances. 


Curative Treatment—Supportive treatment con- 
sists in rest, good nursing, fresh air, sun-shine and 
sedation. Antiseptics might be sprayed in the room. 
Temperature of the room if possible is to be controlled 
at 60°F. 

Diet in the treatment of whooping cough is 
very important. Diet should be light and easily 
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digestible; excess of starchy food is to be avoided. 
Plenty of fluid is to be given. Milk is an ideal diet but 
other semi-solid foods might be given and this should 
be varied from time to time to suit the taste of the 
little patient. 


No specific cure has yet been advocated hence the 
treatment is mostly based on general principles. 


Dextrose should be given to prevent acidosis and 
supply energy. Vitamin C requirements of the body is 
increased in this disease and large doses of this vitamin 
(100 mgm. 3 times a day) should be given. Vitamin C 
is also said to have a_ bacteriostatic action on 
H. pertussis. 


Sedatives, like belladonna and bromides are of 
benefit in early stages. 

The specific antigen used for immunisation may 
be tried as a cure but the results are conflicting. 

_ . Recently convalescent serum and whole blood 
injections have been advocated. They are said to cut 
short the disease if given early. 

_ _ Low barometric pressure has a favourable 
influence. This can be obtained by either low pres- 
sure chamber or high altitude voyage in modern air- 
planes. 

_ _ Sulphonamide therapy has no effect on the primary 
infection but it is undoubtedly of value in secondary 
infections specially in broncho-pneumonia. Reports of 
penicillin therapy is not available but since H. Pertussis 
is a Gram-negative bacillus, it is unlikely that penicillin 
would have any effect on this bacillus. Effect of 
streptomycin although very promising is still in an 
experimental stage. 

_  Convalescence—Treatment during convalescence 
is as important as during the actual attack of the 
disease because the disease with such a long spell of 
attack is definite to leave behind a good mark. 

Tonics containing iron, arsenic, vitamins, calcium 
are to be given. Exposure to ultraviolet rays is prob- 
ably helpful. 

Change of place is very good and people who can 
afford should go to sea-side health resorts. The high 
ozonic value of the air of these places as pointed out 
by W.B. Richardson will give a quick and effective 
restoration of health. 

The new formula—So far I have tried to give an 
idea about the modern principles of treatment of 
whooping cough. It is obvious that a costly treat- 
ment outlined above is beyond the reach of most of 
the patients of our country. The drug which I am 
going to advocate has got two great advantages besides 
curing the disease in the shortest possible time. 

1. It is palatable and can be administered with- 
out difficulty. 

2. It is very cheap and the total cost of the treat- 
ment in a case suffering from whooping cough is about 
two to five rupees (according to the standard of 
medicine used). 

The average time taken to cure a case is about a 
week. The recipe for a child of one year is as follows :— 

R/ Euquinine—gr. % to 1. 

Abhrabhasma—gr. %4. 
Makaradhwaja—gr. 4. 


Pulv Piper longum—gr. 2. 

















LMA, 


Sacc. lactate—q.s. 

Such one powder is mixed and rubbed with pure 
honey in a mortar and the child is allowed to suck it. 

One to three powders a day are given according 
to the severity of the disease. 

Usually one powder is mixed with honey in the 
morning and is given to the child. from time to time 
throughout the day. One such powder is similarly 
used for evening and night. This seems to give a 
better result probably due to slow hydrolysis and 
absorption of euquinine. 

The powder is best given after an attack of whoop, 
when it has got a better chance of retention. 

A few of the ingredients needs special mention. 

1. Pipul (Piper Longum)—This is a reputed 
Indian drug used for the treatment of bronchial 
catarrh. 

2. Abhrabhasma and Makaradhwaja—These two 
drugs are Avurvedic in origin and reputed in their 
own sphere for their action. They are produced by 
a highly intricate process of incineration and sublima- 
tion. 

Abhrabhasma—This is prepared from mica (abhra 
being the Sanskrit name for mica). In Avurveda 
four varieties of mica have been named. Thev are 
Pinak, Dardur, Nag, Bazra. Out of these the Bazra 
or Krishna varietv is generallv used. 

Chemically mica is a complex silicate of aluminium 
along with iron magnesium, calcium and alkalis. 

It is said to possess an antispasmodic action on 
bronchioles. (This statement needs confirmation). 


Makaradhwaja—This is a reputed tonic in Ayur- 
veda. This is prepared from leaf gold, mercurv and 
sulphur. According to some observers the gold acts 
as a catalytic agent but most of them believe that it 
has a specific tonic action. Makaradhwaja should always 
be finely powedered while it is taken in. The finer 
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the powder the more rapid will be its absorption due 
to the fine colloidal suspension that it will form in the 
intestine. 


_. Makaradhwaja in indigenous system of medicine is 
said to be one of the most powerful agents for the treat- 
ment of whooping cough. 


This action is said to be due to the gold that it 
contains. 


Whooping cough is a disease of infants and 
children. There is one almost identical condition in 
adults much prevalent now a days-—tropical eosino- 
philia. Though these two diseases simulate each other 
very much in their clinical features, the blood 
picture is different. In one we find lymphocytosis and 
in the other eosinophilia ranging in both from 40 per 
cent to 80 per cent or more. 

A specific treatment has been discovered in the 
form of arsenicals for the treatment of tropical eosino- 
philia and it is quite likely that there might be some 
metal which can turn out as a specific for the treatment 
of whooping cough. 

Gold in my opinion stands the best chance. Here 
it will not be out of place to mention that once Rachel 
recommended gold sodium chloride in 2 per cent solu- 
tion, 5 m. everv two hours in the treatment of whoop- 
ing cough (which he advocated as a specific). 

Following is the report on fifty-three (53) cases 
treated. 

The diagnosis was mostly clinical based on the 
history of the disease with characteristic whoops 
ranging from six to thirty in number. In a few cases 
lymphocyte count was done as an adjunct to diagnosis 
(which varied from 42 to 82 per cent. 

The duration of the disease before treatment 
ranged from 2-8 weeks. 


TaBLE SHOWING THE ANALYSIS OF THE Case Reports 





Age Sex Total Incidence 
No. of rate 
Cases 

Male Female 

0-1 year .. 4 5 9 16°9% 

1-2 yrs... 7 9 16 30°1% 

2-3 yrs. ... 6 S » 11 20°7% 7 

3-4 yrs... 3 5 8 15-1% 

4-S yrs... 4 1 5 9-4% 

5-10 yrs. 2 2 4 7:6% 

Over 10 yrs. Nil Nil Nil Nil 


Total a 27 53 


45-2% 


No. of days No. of cases | Complication Mortality 
for recovery cured bas 
3-6 8 Broncho Nil 
pneumonia 
in two cases 
4-7 14 Broncho Nil 
pneumonia 
Conj. (one) 
5-8 10 Nil 
with one 
exception of 
17 days 7 Nil 
5 Nil 
7-10 2 Nil Nil 
Nil Nil Nil 
Nil 
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REporTS 


Some peculiar facts were noted by me during 
administration of this medicine which I think wil! be 
worth mentioning here. (a) In two cases I tried the 
following formula: 

Makaradhawaja—!4 gr., abhrabhashma % gr. and 
pipul (powdered) 5 gr.: T.D.S. with honey. 

They responded to the treatment but the results 
were not so dramatic as in the previous ones. 


_ (b) In a few cases euquinine was replaced by 
quinine with tannic acid (to disguise the taste of 
quinine) but the results were not upto expectation. 


(c) In some cases the first dose of this drug on 
the first day of treatment was given at night. The 
patients passed peaceful nights without any whoop, 
however severe it might have been in the previous 
nights. The whoops again reappeared (with less 
intensity) on the subsequent days and nights and 
gradually disappeared as the patient responded to 
treatment. 


(d) Younger children responded to the adminis- 
tration of this drug very quickly. Older patients were 
more resistant to treatment. 


I hope this formula will receive a rigid trial to 
prove its own merit. 


ANTISTINE IN SKIN CONDITIONS 
N. AMMANNA PANTULJU, m.z.ss., 
Govt. Headquarters Hospital, Coconada 


As is observed by many present day scientists, the 
histamine theory forms the basis of the ideas on the 
physio-pathological changes that develop in allergic 
conditions. 


This theory gets its chief support from discovering 
antagonistic substances which either lessen the action 
of histamine or altogether inhibit it. The therapeutic 
response after administration of such substances to 
conditions produced by the action of histamine enhances 
the reputation of the substance, the scientist, and the 
institution in which it is synthesised. 


Out of the noted antihistamine substances, Antis- 
tine (Ciba Laboratories) is well tolerated, ¢fficient in 
small dosage and non-habit forming. This drug has 
been tried by me in the following conditions— 


URTICARIA 


Three cases of urticaria produced by-~ three 
different causes are reported below. 


A young lady of 26 years gets severe giant 
urticaria after using a new packet of Soapnut Powder 
for her bath. After the bath she observed itching 
sensation of the whole body and gradual reddening 
and thickening of the skin. The face is swollen. 
Excessive lachrimal serretion with oedema of the 
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eyelids and the conjunctive. She came after an hour 
of this reaction. She was very restless, After com- 
plete examination 2 cc. of Antistine with glucose was 
injected intravenously. Within 30 minutes the itch- 
ing subsided and the patient was calm. After 3 hours 
another 2 cc. given intramuscularly. After 8 hours 
another injection was given intramuscularly. After 
24 hours she observed only negligent patches of urti- 
caria here and there with no itching. For two days 
the tablets were used as one tablet twice a day. 
Everything cleared off. After 15 days she was asked 
to use the same powder and she observed a temporary 
redness of the skin with no itching which subsided 
immediately. 


A student while he was sleeping on his cot was 
bitten by some insect. He at once got up and 
observed that he was developing itchy, painful bumps 
all over the body. He immediately came to me. He 
was given 2 cc. Antistine intravenously and one 
tablet by mouth. After two hours the paient felt very 
comfortable, went to bed, had sound sleep and 
reported himself as almost alright. The tablets were 
continued for two days as two tablets per day. 


A fisherboy ate a new variety of fish. He 
got the urticarial reaction of the above type after 16 
hours. He was given a saline purge and the tablets 
were started, one thrice a day. He had to continue 
the tablets for a week and he reported himself as quite 
normal. 


PsortAsIS 


This is a very intractable condition I came across 
among the skin diseases. I got partial success w-th 
substances like Sulfodine, Aolan etc., and more 
encouraging results with auto-haemotherapy. But 
two of my cases came again for treatment for fresh 
eruptions. These were put on Antistine one tablet 
twice a day with daily intramuscular injections for 
the first week. In the seccnd week they were put on 
the same dosage of tablets but injections on alternate 
days. A week’s rest was given and the treatment was 
continued for another two weeks as in the previous week, 
The thickened patches thinned out considerably with 
less scales by the end of the first week and the scales 
almost disappeared by the end of the second week. 
Bv the end of the fourth week the patches were very 
thin with depigmentation. By the end of the 5th week 
there were signs of return of pigmentation merging 
into the normal skin. 


GENERALISED PRURITUS WITHOUT ANY 
ASSIGNABLE CAUSE 


One of my colleagues experienced intractable 
itching all over the body. Every possible investiga- 
tion was done to find out the cause with nega- 
tive results. On examining the body no sign of any 
eruption was seen. She complained of sleeplessness at 
night.. She was very weak and excitable. .She was 
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started on Antistine one tablet twice a day for the 
first week and three tablets per day in the second week 
with complete dusting of the body with talcum powder 
medicated. She is completely free from the trouble. 


ARSENICAL DERMATITIS 


In the preliminary stages when the pruritus was 
at its height Antistine worked very well. Albu- 
minuria and haematuria also completely subsided 
with Antistine therapy in a case. After the acute 
exacerbation passed away the routine drugs for 
the arsenical reaction were continued. 


LicHEN PLANUS 


. Two cases were treated by me. One case was 
modified by the use of Chrysarobin ointment by the 
patient as oozing dermatosis with itching. The itching 
was controlled by the use of Antistine with the 
dosage of one tablet twice a day with one injection 
intramuscularly daily controlling the dermatosis with 
Lotio Calamine to which a little quantity of Liquor 


Carbonis Detergens, and Plumbi Subacetatis added. - 


After a week’s treatment the patches cleared up 
leaving hyperpigmented patches, without any further 
distressing symptoms. 


PERSISTENT LEPRA REACTION 

A persistent lepra reaction was seen in two of 
my patients and the customary injection like mercuro- 
chrome, Fantorin, etc. were tried. They did not 
help much. For both of these cases Antistine was 
given intramuscularly every day supplemented with 
tablets one tablet twice a day. Gradually the lesions 
thinned out, the redness cleared and almost merged 
into the surrounding skin level. 


HypeEriprosis 


Two cases of hyperidrosis of the palms and 
soles improved very considerably with Antistine. 
Both used to feel shy when their moist hands soiled 
anything they touched. In these two cases Antistine 
was given for 12 days daily by intramuscular injection 
and three tablets per day. The perspiration stopped 
gradually both in hands and soles. 


ERYTHEMATOUS REACTIONS DUE TO 
PENICILLIN THERAPY 
Two cases of erythema in the course of penicillin 
therapy were given Antistine by mouth. The reaction 
subsided and the therapy continued. In two of other 
cases the tablets started and penicillin given. No 
erythematous reaction seen. 


CoNCLUSION 


Antistine has thrown now light upon the treat- 
ment of dermatological conditions which are thought 
to be incurable, difficult to be tackled, trying the 
patience of both the doctor and the patient. 
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SPECIAL ARTICLES ’ 


I 
SOME SUGGESTIONS ON THE REFORM AND 
REORGANISATION OF MEDICAL RELIEF IN INDIA* 





G. S. SAXENA, L.m.r., 


(Hony. Secretary, 1.M.A., Banda Branch, 
Banda, U.P.) 


In these days of democracy one hears a great 
deal about duty, and that is always about the duties 
of others, particularly such duties as they have not 
been able to perform. But does this criticism help 
any body? After all duty, in a sense, is voluntary 
and not a counterpart of right. When, however, 1t 
is used to connote the obligatory functions of a person 
due to his position for which he receives remunera- 
tion, it is a different matter. The proper understand- 
ing of this aspect of the question is very essential and 
would be helpful in removing some of the major draw- 


backs from which our society suffers. The latter - 


should understand, so far as the medical profession is 
concerned, that it cannot demand social service from 
a doctor without adequate remuneration for, he has 
to feed, clothe and house his family adequately, educate 
his children and maintain certain cultural and social 
standard as much as a lawyer, a businessman, a shop- 
keeper or an agriculturist has to maintain in their 
respective fields. The society may praise the qualities 
of sacrifice and the spirit of social service in a medical 
man and may even indulge stimulating such spirits in 
the young budding practitioners but it cannot demand 
such services from him as a matter of course nor criti- 
cise him if he does not fulfil the demand. On the 
other hand, any medical men may offer his free services 
for the benefit of the society any time of his profes- 
sional career as he may chose. 

*, Keeping the above points in view we can hope to 
develop a sound medical service in our country only 
if such conditions are created as would make it obli- 
gatory for the doctors to render the required services 
without any reference to sacrifice. 


MeEpIcAL PERSONNEL AND THEIR TRAINING 


For an adequate medical service in the country 
a huge number of qualified medical men would be 
necessary. To train such a number is almost an 
impossible task, particularly if we have to depend upon 
the maxim of “demand and supply”. For, there is 
not enough demand for doctors, and there is not 
enough demand for health either by the people, due 
partly to the ignorance but mostly to the poor economic 
conditions. Again, we cannot have enough medical 
schools or colleges to train fully qualified doctors not 
only because we have not enough teachers but also 
because our country cannot afford to face the collosal 
cost involved in such a project. And, even if the 
colleges are provided and the requisite number of 
students are persuaded to take up the course the result 
will be an overcrowding rather than a uniform dis- 
tribution in the absence of a real demand. The reason 
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is obvious. 
will be attracted to take up the expensive long course, 
but they develop a peculiar mentality due to their 
luxurious mode of living ia the city atmosphere where 
the colleges are naturally situated. Now these people 
trained in Medicine and brought up in the city amidst 
comforts and dmenities cannot be normally expected 
to practise in the country-side with lesser remunera- 
tion or income and much less amenities and cultural 
facilities. But in the highly industrial countries the 
problem of unattractiveness of village life is only 
solved. by fast transport facilities whereby the doctors 
sit the cities reach the nearby villages for medicai 
relief. 


UNLICENSED PRACTITIONERS 


The above state of affairs clearly shows that the 
bachelors of medicine as trained in our country are 
not suited: for the purpose of providing rural medical 
relief, and if the Government have decided upon the 
maxim of “M.B. or no doctor” for the villages it 
means no adequate aid for most of the country people 
for a long time to come, and thus a premium will be 
granted to the quacks and similar practitioners. Under 
the existing conditions in our country, therefore, a 
plan should be evolved to utilize the services of the 
huge army of unlicensed practitioners consisting of 
Homoeopaths, Ayurveds and Hakims, trained and 
untrained compounders, and other quacks. For their 
absorption into the licensed group the following 
methods may be employed :— 

(1) The first thing is to prohibit by legal act the 
use of medical degrees granted by various money- 
making bogus institutions. 

(2) Chairs for post-graduate training in Ayur- 
vedic, Unani, Homoeopathic and other similar and 
allied practices should be established in the existing 
medical colleges with provision for a course of train- 
ing, for one or two years, after the final qualifying 
examination, in the particular system in which the 
candidate is interested. 


(3) The existing practitioners of non-allopathic 
systems who have undergone a regular course of train- 
ing in any recognised institution should be allowed to 
continue their practice only in their own systems under 
proper legislation. 

(4) The unqualified practitioners namely the 
quacks, trained and untrained compounders, and 
unqualified or even qualified Vaids and Hakims should 
be prohibited by legislation from undertaking major 
operations without proper training and arrangements, 
and from giving intravenous, intramuscular and even 
subcutaneous injections of poisonous drugs. 


First-Aip PHysIcIANS 


Even after dealing with the various types of 
medical practitioners in the manner stated above a 
comparatively larger group of so-called quacks (with 
little or no training at all) pervades every nook and 
corner of our country who act as the medical advisers 
of the bulk of our countrymen constituting the lower 
economic strata. To utilise their services to the best 


interest of our countrymen who are forced to seek 
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their help the following suggestions are being made for 
their training :— 

(1) One year’s training course should be intro- 
duced ending with an examination. The successful 
candidates will be given a license by the local autho- 
rities to practise within the scope of their training. 


(2) Those who have more than 10 years practice 
to their credit may»be allowed, if they want, to appear 
in the examination without undergoing the proposed 
training and the successful candidates should be treated 
as above [Item (1) ]. 

For training such a huge number of contingents 
the author likes to suggest that the country may be 
divided into various zones for which the training will 
‘be organised conjointly by the medical colleges and 
Health Department. The syllabus should be based on 
non-academic lines. The students of various systems 
should have a combined class for basic subjects like 
anatomy, first-aid and well tried remedies for which 
no water-tight divisions should be maintained. This 
should be followed by the special classes related to the 
systems in which the individuals are essentially 
interested. It should however be understood that this 
training, being only of short duration, can make the 
trainees to possibly tackle only the diseases with clear 
symptoms and easy and safe specific remedies. The 
candidates should therefore be properly instructed to 
remain within the scope of their training, an infringe- 
ment of which would be an offence leading to the 
cancellation of their practising license. Only two 
years time should be given to them to obtain this 
training after the declaration of the policy. 


It is also suggested that they should become the 
members of their respective District Organisation of 
which the Civil Surgeon would be an ¢-officio chair- 
man who will also supervise the activities of these 
certified men by offering some stipends to serve simple 
prescriptions of the qualified doctors or the Govern- 
ment hospitals from wayside free dispensariés main- 
tained by the Board. In return, it, should be obliga- 
tory for them to temporarily serve the District Board 
or Health Department on decent remuneration in case 
of any drive launched by them against an epidemic. 


Rote or CHAUKIDARS 
By some sort of arrangement with the Govern- 
ment the village chaukidar may also have free com- 
pulsory training in the first-aid and in the use of first- 
aid boxes .to be provided by the District Board which 
would also pay some remuneration to them for this 
extra duty. 


TRAVELLING DisPpENSARY 
Besides the arrangements suggested above, the 
following system of mobile dispensaries, each served 
by a qualified doctor and a compounder, may be 
introduced. The functions of this dispensary will be 
as follows: 


1. To examine, treat or advise suitable cases, 
mainly those certified by the first-aid physicians, which 
are outside their scope of treatment, 
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2. To undertake simple surgical operations. for 
which hospitalisation would not be necessary. 

For this purpose, the district may be divided into 
areas called “hospital constituencies” in which the 
hospital truck. will move into all accessible parts by 
turn. The working system will be supervised by the 
central or the district organisations. The people in 
each such constituency may be asked to contribute 
donations for the capital expenditure, the running cost 
being provided by the Health Department. A counter 
part of this rural arrangement will be an introduction 
of a better organised ambulance system for cities and 
towns, the financial aspect being likewise contributed 
by the urban populations and the Health Department. 


Vices AND THEIR REMEDIES IN THE 
PRESENT-DAY HospitAL PRACTICE 


A few words about the existing vices in the present 
dav Fospital practice, which contribute to the increased 
suffering of the poor patients in cities and towns may 
not be out of place here. These, as are commonly 
known to the public as well as the authorities, are 
as follows :— 

(1) Carelessness and the money-making attitude 
of some of the Civil Hospital Staff particularly those 
belonging to the lower grade of service. 

(2) Prescribing medicine to patients attending 

“hospitals to be served on cash payment from a drug- 
gist shop specially recommended for the purpose. 

(3) Taking more interest in private practice at 
the cost of their rightful duties. 

(4) Often charging high fees in private consulta- 
tion. 

The. following remedies are sugaested:— 

(1) The doctors being more cultured in. their 
outlook and behaviour than the ordinary citizens, more 
intensified supervision by their superiors and a little 
concerted attempt to remind them of their rightful 
duties will generally bring them back to their proper 
ethical senses. This may be further aided. by making 
occasional investigations of the complaints made by 
the patients. 

(2) The doctors should not ordinarily prescribe 
outside medicines. If they have to do, a copy of the 
prescription should be retained supported by a cash 
memo to be supplied by the patient, for periodical 
inspection by superior staff. This procedure will put 
a check on both the prescribing physician as well as 
the chemist. 

(3) Doctors in the salaried service of the Govern- 
ment should not be allowed to carry on private 
practice except in the circumstances mentioned below. 
They should however be compensated for their loss of 
private practice. 

(a) Outside the hospital hours in places where 
private practitioners are not generally available. 

(b) When invited by the private practitioners for 
consultation. 

As regards fees to be accepted in case of private 
attendance in the circumstances mentioned: above the 
following procedures are suggested. 

(i) That a receipt should be given in the official 
form with counter-foils for the fees charged, Half of 

it will be paid to the Hospita] fund, 
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(ii) That the rates. of fees should be prescribed 
as follows :— 

(a) No more than Rs. 2/- from patients earning 
less than Rs. 200/- per month. 

(b) The fees may be doubled for a call at unusual 
hours and from patients whose income is more than 
Rs. 200/- per month. 

(iii) Rich patients (earning more than Rs. 200/- 
per month) should not be treated in the hopsitals. 

The Hospital staff should be warned against 
appropriating any gifts from the patients (mostly well- 
to-do) treated in the hospital. Any such voluntary 
gift maybe first deposited in the Hospital Account 
and at the close of each month, half of it may be dis- 
tributed among the hospital staff and the other half 
appropriated to the Hospital Fund. 


II 
CRIME AND PUNISHMENT 


G. S. MAHAPATRA, m.B.B.s., 
Civil Asst. Surgeon, Bargarh, Dist. Sambalpur 


A gross violation of law, human or divine consti- 
tutes crime in ordinary language. 


No satisfactory definition has yet been put for- 
ward scientifically as to what constitutes a crime. It 
may be considered as a disease of the social body. 
Since a diseased trait must not only be abnarmal but 
anti-social, the presumption that crime is a disease 
may to all purposes be well justified. 


The problem of crime like the problem of disease 
may be approached from many different stand points. 
Cesare Lombroso was the first man to study crimi- 
nology from a scientific stand point and he empha- 
sized the importance of the structural peculiarities of 
the criminal. The social aspect of criminology has 
been stressed by the Great Frenchman Enrico-Ferri 
and it was he who pointed out the social environ- 
ment as a factor in crime. Structural peculiarity 
though often found in criminals cannot be taken as 4 
major predisposing cause. The social environment 
contributes a good deal towards the building up of 
a future life. An individual is always in active give- 
and-take relation with the environment. The environ- 
ment does things to the individual as the individual 
does things to the environment and this interaction goes 
on continually. Low intelligence has also been con- 
sidered as a factor in criminals but it is a poor one. 
Intelligence tests have showed that intelligence quo- 
tient in criminals averages 80 to 90 but some criminals 
show rather high intelligence. Combined with inferior 
neighbourhood conditions, poor home-environment, or 
emotional instability a low intelligence may act as 4 
contributory influence in leading to a criminal career. 
However salient the above features may be, there 
appears to be some innate factor in the build of a 
criminal life, as having the most adverse circumstances 
as described above. People do not make criminals 
necessarily. Psychoanalysis formulated by Sigmond 
Freud has revealed great truths so lone hidden from 
ordinary conception. Psychoanalysis literally means 
analysis of mind or conscious factors of mind but 
beyond the conscious region of mind there lies the 
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_ unknown territory of the mental sphere which is 
} described as the ‘Unconscious’ and psychoanalysis taps 
this stratum. Man has descended from the higher 
anthropoid apés and in human body we find evidence 
of structures derived from the ancestors in the lower 
scale of evolution. Similarly in mental sphere we 
meet with characteristics which are more animal than 
human. We cannot actually shake off the cravings 
of the brute in us which still persist. The cravings 
being inconsistent with the society or the ideals they 
remain buried or repressed in the deeper stratum of 
the mind. _It may so happen that the primitive hidden 
desire may some time come to consciousness leading 
us behave in a manner which we ourselves cannot 
account for. When the hidden cravings make 
us do a thing which is not absolutely foreign to our 
personality we justify our action’ by some sort of 
explanation or ‘Rationalisation’, The school master 
chastising the students is a bright example. Such a 
vocation enables him to give vent to his cruelty in 
the shape of chastising his students though the teacher 
would rationalise his acts as being for the good of the 
children. 

All our prejudices, irrational likes and dislikes 
and blind beliefs really owe their origin to such hidden 
and unconscious factors. Thus the real cause of 
crime remains in the repressed motives coming into 
consciousness. Repressed motives and desires being 
present in every individual, they remain as such or are 
likely to become conscious, will largely depend on the 
social, environmenta!, low intelligence or mental-in- 
stability factor. In accordance with this view criminals 
are likely to come off of a society with social and 
environmetal cultures of a very low degree and this 
is an observed fact. 

The ideal aim of punishment ought to be the cure 
of the mental attitude which promotes the offender 
in perpetration of an anti-social act and protection of 
others in the society who might suffer as a result of 
the act. Moreover punishment and revenge or reta- 
liation should be appreciated as separate entities. Soon 
a punishment becomes ineffective in checking repeti- 
tion of crimes it ceases to be legitimate and then it 
degenerates into a mere act of revenge. The old 
Mosaic Law—eye for an eye—was based on this atti- 
tude of revenge. Punishment was at first at the hand 
of the sufferer himself and as the society progressed 
the state took up the right of punishment thus pre- 
tending to remove the attitude of revenge. Majority 
of the criminals are habitual offenders but every time 
they are meted out with punishment in increasing 
severity. When punishment is repeatedly awarded in 
spite of its producing no tangible result what attitude 
should a non-biased observer take for the prescriber 
of the punishment. The law-giver in dispensing 
punishment identifies himself with the offended party 
and feels unconsciously a retaliative attitude towards 
the offender, hence the element of revenge in our 
present-day code. ; 

The effect of repeated punishment on the criminal 
is as will be conceived one of retaliation and “the 
criminal is soon back again with old scores to pay 
off and as a result of his sojourn in jail a still wider 
circle of criminal associates, but with freedom of his 
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action, if any thing enhanced.” (From report of I.G. 
of Police, Bengal 1919). For every murder, the state 
commits another and some times more than one. Of 
course we rationalise always (like the school master 
mentioned) that the punishment is good for the country 
and for the society. The deterrent effect has been 
much exaggerated but countries where law does not 
allow hanging do not show any greater number of 
murder than countries which advocate capital punish- 
ment. Observations show that the effect on execution 
is by no means deterrant. Ferri, the great Frenchman, 
remarked after his observation on the effects of execu- 
tion on the suburban populations of Paris that the 
effect was the very opposite he hoped for. Instead of 
terror he saw curiosity, pleasure in the unusual sensa- 
tion and combined with press notes about the behaviour 
of the man executed the phemenon is an actual attrac- 
tion to a number of psycho-pathological individuals. 
Such being the effects of capital punishment it should 


‘be entirely out of place in a civilised penal code and 


its presence will account for the unconscious attitude 
of revenge. Unless and until we appreciate the uncon- 
scious cravings in our personality our penal code will 
continue to be vitiated by ideas of revenge. 

So in dealing with criminals in jails, the late 
lamented Mahatma Gandhi remarked ‘Jails should 
cease to function as criminal camps. The prisoners 
should be regarded as patients and should be treated 
as such’! 

In an independent country as ours we should 
strive to do actual service to the suffering humanity. 
Our real aim should be to convert the criminal into 
a useful member of the society. Unless the ‘uncon- 
scious’ of the individual is exposed the real cause of 
the crime cannot be arrived at. Psychoanalysis as in- 
vented by Freud can only perform the feat. For actual 
practice the services of experts in psychiatry have to 
be utilised thoroughly. Though an expensive and 
time-taking project it should be taken up by the state 
if an actual service to the human society is aimed at. 

For purposes of study and observation the 
criminals may be classified into three groups :— 

(1) Criminals confined for award of capital 
punishment. 

(2) Habitual convicts being convicted of crimes 
more than three times. 

(3) First offenders or offenders convicted more 
than once but less than three times. 

No line of demarcation can be drawn between 
murder committed without apparent motive and one 
which is committed with full and-elaborate delibera- 
tion. It is the same motive, repressed in the per- 
sonality of the murderer, that prompted the act. How- 
ever logical the explanation of the murderer be, an 
examination of the conscious motive will never be 
enough for a corréct appreciation of the criminal’s 
mentality. The criminal should invariably be sub- 
jected to psychoanalysis to unearth the real motive 
that prompted the murder. If psychoanalysis proves 
very much prolonged and troublesome which is bound 
to be at least with a small percentage of cases, sugges- 
tion through a hypnotic trance may be resorted to. 
Thus gradually a readjustment is likely to be achieved 
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with ‘the criminal which wil] finally enable him to live 
a normal life. , 





With habitual convicts a thorough investigation of 
the circumstances to which they are subjected in the 
society should be taken up. It has often been observed 
that poverty, poor means of livelihod combined with 
a responsibility of maintaining a large family have 
prompted persons to commit crimes when environ- 
mental conditions are conducive to such acts. Once 
sentenced to imprisonment the poor man is despised 
by the society and the existing circumstances again 
press him for a similar act or for a more serious one. 
Repeated acts and punishments as are awarded make 
the person so moulded that he rather craves for the 
jail when the remains outside. The writer had once an 
opportunity of observing a number of habitual offenders 
under him in a subjail. Many of the persons have 
frankly admitted that the life in jail was better than 
that outside where there were problems of bread 
for himself and for his family. Such cases should be 
considered on their own merits. The social condition 
under which a criminal is placed should be first 
improved and he should be given employment to main- 
tain himself and his family. Even in spite of these 
facilities if he still repeats the act, he should be sub- 
jected to psychoanalysis for improvement of his mental 
factor. A healthy co-operation between the psy- 
chiatrist and the authorities should exist supported by 
legislature without which things cannot be possible. 


The third group of cases which are in the process 
of drifting to the second group should receive ample 
instructive lessons and explanations during their 
detention and when they are found in a good turn of 
mind, they should be let loose with the guarantee of 
employment and other enhanced social status. These 
are the people who would require observation at their 
homes and should from time to time receive lessons for 
improving their mental attitude. 


Great stress should be laid on the social status 
of the individual—poverty, unemployment, untouch- 
ability and other gross and undue restrictions. Palp- 
able uplift of the social status of the criminals may 
reform a good percentage of cases and those who do 
not become responsive should be subjected to psycho- 
analysis. Uplift of the Harijans so seriously taken 
up by Mahatma Gandhi solely aimed at the 
improvement of social and environmental conditions of 
the neglected mass. 


Separate institutions should be established for the 
purpose under expert people who should necessarily 
be given a free hand in the enterprise. 


After the establishment of the communal harmony, 
in the midst of which the Mahatma ended his mortal 
life, probably he might have pursued this mission for 
the nation. If the nation desire to cherish the memory 


of Gandhiji, an attempt in this direction will surely 
be one of the fittest memorials. 


CASE NOTES 


BLADDER-NECK OBSTRUCTION 


K. K. GHOSH, .s., 
AND 
S. M. GHOSH, m.z., F.R.c.s. 
Department of Surgery, Presidency General 
Hospital, Calcutta 


It is considered that this type of case is not often 
met with in one’s clinical experience and so easily liable 
to be misdiagnosed. In fact this is the only case we 
have seen as yet and we thought it worth recording. 


CasE REPORT 


B. R., Hindu male, 43 years old, was admitted 
into the hospital on the 13th January, 1948 for a swell- 
ing in the hypogastrium gradually increasing in size, 
duration 5 years. 


Patient further complained that he felt as if he 
could not empty his bladder fuly at each act of 
mictutrition since he first noticed the swelling. At 
present the size of the swelling used to vary with 
accumulation and passing of urine but never became 
smaller than a certain size. 


Past history showed nothing significant except that 
he suffered from lung abscess in 1942, when he had 
retention of urine for a few days and had to be 
catheterised. There was no history of urethritis. 


On examination, the shape of the swelling was 
found to be oval and was cystic to feel. Upper border 
just above the umbilicus, laterally up to the lateral 
border of the rectus on each side; lower limit could not 
ge out as it went below and behind the symphysis 
pubis. 


The swelling completely disappeared after about 
35 ounces of clear urine was drawn out by passing a 
rubber catheter, no difficulty being experienced in 
passing the catheter. One peculiar thing was, how- 
ever, noticed. When the distended bladder was com- 
pletely emptied, there was suction of air into it through 
the catheter as soon as the pressure on the suprapubic 
region was released—apparently because the bladder- 
wall being over-distended for a long time had lost its 
tone completely. 


Nervous system—motor and sensory functions 
normal with normal reflexes. 

Other systems—nothing abnormal. 

Rectal examination—Prostate did not appear to 


be enlarged in size—nor was there any growth or any 
other abnormality. 
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Blood urea and N.P.N—43 mgm. and 49 mgm. 
per 100 c.mm. respectively. 
Blood W.R.—Negative. 


Prostatic smear—no evidence of any specific 
infection. 


X-ray of the bladder did not show any stones. 


Therapeutic investigations—Several dilatations 
were tried to exclude any possible urethral obstruction, 
but to no effect. Attempts were also made to prevent 
distension of the bladder and thereby bring back its 
tone, by keeping an indwelling catheter for several 
days, but it was also of no help and the bladder began 
to get distended as soon as the catheter was taken out, 
although there was no obstruction to micturition and 
the patient passed urine regularly. 


A cystogram with 12% per cent. sodi iodide solu- 
tion was taken and it showed a narrow and distorted 
internal meatus. 


It was then concluded that the patient was suffer- 
ing from bladder-neck obstruction or what is better 
known as dysectasia of the vesical neck—or Marion’s 
disease. 


Cystoscopic examination, followed by suprapubic 
cystostomy was then undertaken. 


Operation.—After cystostomy the internal meatus 
was palpated and found to be indurated and resistant 
to dilatation with the finger. A wedgeshaped resection 
of the posterior wall of the vesical neck was made. 
Suprapubic catheter left behind. It was removed on 
the 5th day. Patient could pass urine freely. The 
suprapubic wound healed in three weeks’ time. The 
patient was reviewed after one year; he is perfectly 
free from any symptom. 


DIscussION 


Diagnosis of dysectasia of the vesical neck is rather 
difficult. This patient is aged 42 years. He is too 
young for prostatic obstruction. Suspicion arose when 
all other causes of obstruction to the urinary flow 
were excluded. It was confirmed by cystogram and 
suprapubic cystostomy and palpation of the internal 
meatus, which was found to be indurated and resistant 
to dilatation. 


There was no evidence in time of long. standing 
urethritis or stricture. So it is believed that he was 
suffering from congenital type of Marion’s disease in 
whom symptoms developed rather very late. 


Posterior wedgeshaped resection of the bladder 
neck was found to be quite efficient. It is easy to 
undertake. Patient was reviewed more than a year 
after operation. He is free from any symptom. The 
other types of operation as described by Marion and 
Harris are rather difficult. 
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EMETINE IN GIARDIASIS 


K. N. GOUR, m.p., m.R.c.P. (ED.), F.R.F.P.S., 


D.C.H., R.C.P.S. (ENG.), D.P.H. 


Physician, Department of Medicine, Agra Medical 
College, Agra. 


Though mepacrine hydrochloride has been proved 
to be specific for giardia intestinalis infection, the author 
met with two cases where one course of mepacrine 
—one tablet tds., for seven days—did not eradicate the 
parasite from the intestinal tract, as revealed by re- 
peated stool examiantions. In one case, the patient 
was unwilling to repeat the course as he had developed 
unusually intense colouration (yellow) of the whole 
body. Hence, emetine hydrochloride injections were 
given and the patient was cured. Five more cases 
were then subjected to this therapy and the results 
were marvellous. In. all the cases mentioned below 
emetine hydrochloride gr. 1 was mixed with strychnine 
hydrochloride gr. 1/60 for each injection. 


Case REporRTS 


Case 1—N.S., aged 40 years; complained of vague 
pains in the abdomen; loose motions for about a year 
of which he did not take much notice. For some time 
these troubles increased and there was loss of appetite 
and slight anemia. On examination of the stool, 
active vegetative forms of giardia intestinalis were 
detected. Mepacrine hydrochloride was: given—one 
t.d.s. for seven days—with no result. Stool examina- 
tion still showing presence of giardia intestinalis in fair 
numbers. The patient developed intense colouration 
(yellow) of the whole body. Mepacrine, therefore, 
could not be repeated. Emetine hydrochloride gr. 1 
was given subcutaneously. After four injections, the 
parasites disappeared from the stool and repeated stool 
examinations did not show the parasites again. 


Case 2—R.S., aged 25 years; complained of 
diarrhcea with mucus in the stool; adbominal dis- 
comfort for about 3 months. Stool examination 
showed active forms of giardia intestinalis and fair 
number of pus cells. This patient did not take mepa- 
crine as he was related to case No. 1 and was frightened 
to take mepacrine which he said, might cause yellow 
colouration of his body. He was put on emetine 
hydrochloride gr. 1 daily and after four injections, he 
was free of giardia infection—stool examinations were 
negative for the parasite. 


Case 3—G.S., aged 18 years, was admitted in this 
hospital on 19-7-48 with complaints of pain in abdo- 
men, loose motions with mucus, distension and flatul- 
ence after taking food etc. Stool examination showed 


giardia intestinalis (active and cystic forms). Emetine 
hydrochloride gr. 1 was given daily after two emetine 
injections, no giardia intestinalis, either active or cystic 
forms, were seen in the stools, though four more in- 








jections wefe given afterwards. Subsequent stool 
examinations gave negative results. 


Case 4—P.L., aged 37 years, was admitted in this 
hospital on 27-8-48 with a lump in the abdomen for 
6 months, frequency of stools for one month and pain 
in the abdomen after meals. Abdominal examination re- 
vealed presence of enlarged glands, stool examination 
showed active vegetative forms of giardia intestinalis. 
After one. injection of emetine hydrochloride giardia 
intestinalis disappeared from the stools, though a total 
course of 6 injections was given. 


Case 5—M.C.S., aged 25 years, was admitted in 
this hospital on 5-8-48 with pain in the abdomen for 
two months, loose watery motions five or six times 
daily for two months and occasional vomiting for two 
months, sometimes twice or thrice daily. Abdominal 
examination revealed tenderness all over the abdomen, 
more marked in the umbilical and right hypochondriac 
region. Stool examination showed pus cells and active 
vegetative forms of giardia intestinalis, Emetine 
hydrochloride gr. 1 was given subcutaneously. After 
two injections abdominal pain disappeared and _ stool 
examination gave negative results for giardia 
intestinalis. 


CoNCLUSIONS 


(1) Emetine hydrocholride is effective in the 
treatment of giardia intestinalis infections. 


(2) Stools become free from the parasites after 
two injections of emetine hydrochloride gr. 1 daily, yet 
it is advisable to follow it up by two more injections. 


(3) In cases where mepacrine cannot be used on 
account of the yellow colouration it causes, this will be 
the drug of choice. 


(4) Emetine hydrochloride is useful for botth the 
Entameeba histolytica infection and giardiasis if. both 
infections are present in the same patient. 


(5) It is really surprising that most of the drugs 
which are efficient in the treatment of amcebiasis are 
also efficacious for giardiasis, e.g., chiniofon, carbarson 
and enterovioform. 


(6) Emetine hydrochloride, so far as the author 
knows, has not yet been used in the treatment of 
giardia intestinalis. 
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ALOPECIA 
K. D. LAHIRI, m.3.3.s. (pat.), F.D.S. (LOND.) 


Formerly of the Skin and V. D. Department, 
Medical College Hospital, Patna. 


Baldness amongst men and women have ever been 
a problem with the medical practitioners. Cases of 
baldness or alopecia have been coming under treat- 
ment to the skin specialists in India in recent years. 
Majority of these cases are curable and a favourable 
prognosis can be given under proper treatment. 


Alopecia can be classified as follows: 


(1) Congenital—It is due to developmental 
defects in skin of the scalp. Two main types: (a) 
General, where there is complete absence of hair on 
the head; it is rare in India. (b) The other type is 
cutis verticis gyrata. It is a rare congenital disease 
and is supposed to be a naevoid (Squira, Ingram and 
Brain, 1947). This is characterised by a series of irre- 
gular linear elevations on the head separated by 
furrows. 

(2) Senile—It is the commonest type in India. 
Starts generally late in middle life. Etiological factors 
may be some endocrine defects, seborrhceic infection 
of the scalp or dietetic deficiency. Atrophy of the 
hair follicles is seen. 


Baldness starts either on the sides or vertex of 
the scalp. Prognosis—good with early treatment. 


Treatment consists of cure of the seborrhcea and 
removal of the worry. Vitamin B complex therapy 
and locally ultra-violet exposure are helpful. The in- 
digenous drug (kunch oil) needs thorough investiga- 
tion in the hands of dermatologists as it is claimed to 
cury all types of alopecia. 


(3) Premature—two types: (a) Idiopathic—it 
is rare in India and is hereditary. (b) Secondary— 
it may be again of (i) permanent type such as that 
due to lupus erythematosus. This is quite common 
in Europe (Sequira et al, 1947) but I have found in 
only one case in Bihar in my eleven years’ .clinical 
experience in dermatology in the Skin and V. D. 
Department of the Patna Medical College Hospital. 
Cases of lupus erythematosus in India is very rare and 
in Bihar forms only 0-2 per cent of skin cases. The 
baldness in my patient is permanent. (ii) temporary 
—it is due to various fevers, ringworm infection of 
the scalp, thyroid deficiency, exfoliative dermatitis, 
mental shock and syphilis. 


Alopecia due to ringworm and syphilis is quite 
common in India. 


Baldness due to ringworm in India is found 
amongst school children and is due to both trichophyton 
and microsporon (Dey and Ghosh, 1944). It starts 
as one or two small whitish patches showing either no 
hair at all or thinned out hairs. White scales and 
broken stumps of hairs help in the diagnosis. Irrita- 
tion and scratching are the main symptoms. 
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Treatment consists of depilation of hair followed 
by the local application of an ointment containing 4 
per cent hydrarg. ammoniata with %4 per cent chrysaro- 
bin in vaseline. Kerion is an inflammatory condition 
with the appearance of honeycomb on the scalp due to 
the ringworm infection.. This is also rare in Bihar 
and forms 5 per cent of all the cases of ringworm of 
the scalp. Use of hydrarg. ammon., dye, penicillin and 
sulpha drugs in my cases proved useless and got cured 
when left without any treatment for two weeks. Prog- 
nosis is bad as permanent alopecia is the result. 


Syphilitic alopecia is quite common in India. 
There are lanes of baldness on the scalp. Prognosis 
is good. 


Anti-syphilitic treatment full course (Lahiri, 
1945) or the penicillin therapy (Lahiri, 1947) followed 
by ultra-violet exposures. 


(4) Alopecia Areata—In it there is fall of hair in 
circular patches. At the periphery of the circle are 
loose hair and the patch is smooth. The cendition is due 
to the functional disturbances of the skin of the scalp 
as a result of emotional factor, toxin or due to endo- 
crine disturbances (Sequira et al, 1947). Treatment 
—locally, castor oil with cantharides is used. Ultra- 
violet exposure is very useful. Vitamin B complex 
with sex hormones are useful orally. 


/ My observation is based on only a few cases of 
alopecia in India and particularly in Bihar. 
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PARALYSIS OF URINARY BLADDER 
AFTER ANTIRABIC TREATMENT 


J. K. DWIVEDI, ™.3., M.s., P.M.S., 


Medical Officer, I/c., District Hospital, 
Mathura 


Ballabh, aged 41 years, Hindu male, was admitted 
to District Hospital Mathura on 17-7-48 with a history 
of inability to pass urine for the last 2 days. Past 
history of being bitten by a rabid dog on about 
23-6-48, and since 2-7-48 he had been taking antirabic 
vaccine inoculation, at the District Hospital Anti- 
trabic centre. He was classified as a class III case and 
was being given vaccine daily since 2-7-48. The last 
injection was given on 14-7-48, it was the eleventh 
injection as he missed two in between. After the 
injection of 14-7-48 he developed high temperature on 
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the next day, the fever came down on the next day 
but the patient noticed that he could not pass urine 
freely, it came just in drops. On the day following 
he could not pass urine at-all and he came to the 
hospital for relief. 


On admission to hospital a thorough systemic 
examination was done to exclude local causes of 
urinary obstruction, like stricture of urethra, enlarged 
prostate and all local conditions were excluded. 
A careful examination of the nervous system was done 
and nothing abnormal was detected. Skeletal muscle 
tone was normal, no sensory or motor changes could 
be found anywhere. 


The case was diagnosed to be one of the rare 
types of paralysis of urinary bladder after anti-rabic 
inoculation. 


He was treated on high doses of vitamin B injec- 
tions |Betalin (Lily) one injection daily] and he 
responded to it very well. On 28-7-48 i.e. 10th day 
after treatment he could pass urine in a very feeble 
stream and on 30-7-48 urination became fairly free. 


CoMMENT 


Paralytic accidents after anti-rabic treatment have 
been reported off and on. These accidents are very rare, 
the latest figure reported are 55 cases with 14 deaths 
in 488795 persons treated with dead carbolised 
vaccine—an incidence of 1 in 8887 treated persons. 
The onset of these paralytic sequelae is very often 
about the 13th to 15th day after the commencement of 
injections and majority of recorded cases have started 
between 11 and 30 days of first injection. 


The usual complications recorded are encephalitis, 
acute ascending Landry’s type of paralysis, dorsi-lumbar 
myelitis, polyneuritis commonly of the facial nerve 
etc. Facial paralysis may last a week or two, Tran- 
sient blindness with complete recovery have been 
noted. Severe cases have a sudden onset with pain in 
limbs, rapid paralysis of legs and bladder trouble. The 
progress of the paralysis may be arrested at any stage 
spontaneously and gradual recovery may follow. 
Ascending progressive Landry’s type of paralysis is 
fatal in about 30 per cent of cases. 


This particular case is interesting in the respect 
that here there has been no other paralytic symptom 
anywhere else excepting in the urinary bladder, and 
complete recovery followed in about 12 days’ time 
on large doses of vitamin B. 


This is the first case of a paralytic complication 
arising after anti-rabic treatment that has been noted 
during the period of about a year since the centre of 
treatment was started at the District Hospital. 
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HOMOEOPATHY 


The Homeeopathic Enquiry Committee appointed 
by the Government of India has finished its labours 
the result of which is awaited. Science has never 
claimed to know everything nor the scientific system 
of medicine can cure all diseases. On the other hand 
homceopathy, or at least the more vocal and predomin- 
ant section of it, like religion and politics, has made 
that claim. The history of scientific medicine has been 
more largely the story of the rejection of claims which 
have failed to stand the test of experimental demons- 
tration. It has demanded the most stringent tests 
before admitting the validity of any knowledge and 
maintains that even so it is only a matter of probability 
in many cases. The same cannot be said of homceo- 
pathy, judging from the available literature on it and 
the claims made by its practitioners and sympathisers 
in India. It, like politics and religion, tends to claim 
that its knowledge is certain and irrefutably true, yet, 
as Bertrand Russel has said in History of Western 
Philosophy, “all definite knowledge belongs to science.” 
This conflict can be resolved by only one method, 
namely, that of: most stringent controlled scientific 
experimentation on approved modern lines. The 
present authoritarian trend of homceopathy is more 
likely to destroy than to foster the source from which 
it claims to emanate. It is not yet fitted to be labelled 
as a scientific system of medicine and to deserve State 
recognition except as a form of therapy with a very 
restricted scope of utility. 


In judging homceopathy one should apply to it 
the criteria one applies to all growing and developing 
things and ask what was its past, what is its present 
and what will be its future. As it stands it is irrational 
to expect it to produce discoveries comparable with the 
development of vaccine prophylactics, sulpha drugs and 
antibiotics. “Science is called the science just because 
it does not recognize fetishes, just because it does not 
fear to raise its hand against obsolete and antiquated 





and because it lends an attractive ear to the voice of 
experience, of practice.”—(Stalin). 


The honourable path for a homceopath seeking 
recognition is the arduous one—to qualify first in order 
to gain recognition and obtain the privileges of a 
qualified doctor and then turn to his particular love, 
i.e. homceopathy, as he has done in Germany, U.K. and 
U.S.A. for generations past. Homeeopaths who 
undertake the full care of patients must first obtain a 
medical qualification recognized by the Medical 
Council of India or the Provincial Medical Councils. 
Doctors who practise homceopathy should be given 
every chance of proving the value of their methods, 
Where homceopathy seems to fail is in its wholesale 
claim to know all and to cure all. 


Those are in the wrong who label homceopathy 
as refined quackery; that is an unworthy insult. The 
homceopath’s premises may be false but they are sincere 
men who feel that they have a mission to perform. 


Much of the homceopath’s popularity with the 


public in India is due to his claim to cure all diseases; 


to the palatability, smallness of dose and cheapness of 
his medicines and simplicity of his methods of exami- 
nation of his patients, and not because of their scientific 
Human mind is proverbially known to be 
credulous. The public is ever craving for the mira- 
culous or the unorthodox in medicine. It is unable to 
differentiate between the claims of the numerous 
‘pathies’ and ready to thrust the mantle of honour on 
a similar resounding name. 


value. 


There is a limited field for homceopathy but it 
needs to be winnowed in the testing ground of the 
modern scientific institutions. Medically qualified 
homeeopaths should be given an opportunity to work 
and prove their case in scientific institutions. They 
will find it an exhilarating, if somewhat trying, pro- 
cess, grinding their wits on the whetstone of others. 
Time will soon tell what ideas are “fit to be written 
but on air or the stream that swiftly flows.” If 
homeeopathy, or in fact any pathy, is recognised as 4 
separate scientific medicine, which it is not, other cults 


will soon be clamouring at the gates of the State. 
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NOTES AND NEWS 


BICENTENARY OF DR. JENNER 


To commemorate the 200th anniversary of the 
birth of Dr. Edward Jenner, the British physician who 
introduced to the world the technique of vaccination, 
an exhibition has been arranged in London. 


It was in 1798 that Dr. Jenner first placed before 
the world the results of his researches into the possi- 
bilities of vaccination. This new technique soon spread 
to all parts of the civilised world and by 1800 had 
become recognised medical practice. He was the first 
person to introduce the idea, and the first to have the 
courage to test his theories in practice. 


It was not till about 80 years later that Pasteur 
extended Jenner’s discovery by using vaccination 
against cholera and anthrax. It was he who proposed, 
at a meeting of the Medical Congress in London, that 
vaccination be officially adopted as the term for this 
method of conferring immunity from infectious diseases. 
He suggested this as a “homage to the merit and 
immense services rendered to medicine by one of 
England’s greatest men, Dr. Jenner”.—Hindusthan 
Standard. 


PILOT SCHEME FOR CONTROL OF MALARIA 


The pilot scheme for controlling malaria under- 
taken by the Malaria Institute of India in 16 villages 
of South Kanara during 1947-48 had proved a success, 
rare to the report of the Institute issued on 

-5-49, 


The report said that it was proposed to set up a 
permanent organisation to fight malaria in these villages 
covering about 250 square miles in the foothills of the 
Western Ghats. 


The entire area was malaria-infested and in some 
villages the disease existed in a hyperendemic form. 
About 50 per cent of deaths recorded in the area were 
due to fever alone, the report added. 


The Institute carried out its anti-malaria opera- 
tions by spraying stagnant water and other breeding 
places of mosquitoes with D.D.T.-mixture and a few 
other insecticides, thrice at periodic intervals, between 
June 1947 and May 1948. Stirrup pumps and knap- 
sack sprayers were also used. 


The Institute which functions under the Indian 
Council of Agricultural Research faces the immense 
task of controlling malaria which causes nearly two 
million deaths annually in the country. 


The Council has advised Provincial Governments 
to adopt methods as used by the Institute in Kanara 
for combating malaria in their areas —A.P.I. 
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ERADICATING CHOLERA IN E. AND 
W. BENGAL 


Two international health teams are to start work 
in East and West Bengal next year in an attempt to 
wipe out cholera at its source, World Health Orga- 
nization decided at its assembly in Rome on 22-6-49, 


One team will go to West Bengal and the other 
to East Bengal with a total budget of $177,215. 


A report submitted to a committee of the W.H.O. 
estimated the world death rate from cholera at between 
100,000 and 500,000 a year. 


The report said cholera prevailed endemically in 
the two Bengals and was carried from there to other 
parts of India and other countries, causing severe and 
highly fatal epidemics. 


Preliminary work is already being carried out in 
East and West Bengal this year, and further teams 
will be formed by local health authorities and trained 
by W.H.O. experts to control cholera in and gradually 
reduce the endemic area.—P.T.I.—Reuter. 


NEW MEDICAL COLLEGE FOR BARODA 


Dr. Gilder, Bombay Minister for Health and 
Public Works, opened on 16-6-49 a new Medical 
College at Baroda. 


Addressing the gathering, Dr. Gilder emphasized 
the need for many more doctors imbibed with the spirit 
of social service. It was a pity, he said, that with six 
colleges in the province today only one-third of the 
students who wanted to be doctors could find a place. 
He hoped that by opening this new college conditions 
would improve. 


The country, he said, was in need of proper care 
and guidance to reach healthy adulthood to preserve its 
freedom. He appealed to all young men and women 
to do all they could to put the country on the path of 
progress. 


He said that the country, especially the rural 
areas, lacked proper sanitary conditions. He was 
shocked to see the waste of human life witnessed in 
this country and appealed to all medical men to 
improve this picture. 


Bombay, he said. was today spending Rs. 1-7 as. 
a head for. public health and medical relief instead of 
a few annas as previously. The province, he added, 
was fast nearing the target placed by the Bhore Com- 
mittee in the number of doctors. 


The problem today, he said, was more of bad 
distribution as 90 per cent of the population lived in 
the villages and 90 per cent of the doctors in towns. 
The only solution was for doctors to settle down in 
villages. 

He warned doctors that if they continued to 
neglect the villages nationalization of the profession, 
as in the U.K., was bound to be introduced, 
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Dr. Gilder also emphasized the great shortage of 
nurses, midwives, health visitors and pharmaceutists, 
and appealed to girls to join the Delhi College of 
Nursing after passing their intermediate science 
examination with scholarships specially granted by the 
Government. 

He gave an account of the various steps taken by 
the Bombay Government for extension of medical and 
other relief in rural areas and for fighting epidemics. 
—Statesman. 


DEMONSTRATION OF TELEVISED OPERA- 
TIONS AT GUY’S HOSPITAL 


What is said to be the first permanent installation 
of television eqiupment for medical teaching purposes 
was demonstrated at Guy’s Hospital on the second of 
May 1949. At present four viewing sets are installed 
at the hospital—one in the surgeons’ room, one in the 
library and exhibition room, and two in one of the 
lecture theatres. In groups round each receiver scme 
30 or 40 persons may view an operation from a vantage 
point “as good as that of the surgeon himself. 


The apparatus has been designed by Electrical and 
Musical Industries, Ltd., of Hayes, Middlesex, in col- 
laboration with the Department of Surgery at Guy’s. 
The viewing sets are standard H.M.V. models, with a 
15-in. (37-5-cm.) emiscope tube, slightly modified to 
work on signals received by cable. The equipment 
delivers television signals of the standard wave form 
used by the London television service of the B.B.C., 
but a higher definition can be made available when 
required. There is provision for a demonstrator to 
supplement the surgeon’s comments or alternatively to 
be responsible for the whole description of the opera- 
tion. This demonstrator may be stationed in one of 
the viewing rooms, and he is able to select at will the 
most suitable size of field as the operation progresses. 


It is intended to build up a repertoire of standard 
operations suitable for television and to invite surgeons 
from hospitals throughout the country to watch the 
televised operations and comment on the installation. 
Certain types of operation, such as cervical sympathec- 
tomy, are not considered suitable for television as yet, 
although an image can be obtained. The installation 
will be mainly for the benefit of postgraduate students 
and visiting surgeons. 


When the camera is mounted above the table a 
picture is given looking directly down on the operation 
site, as opposed to the oblique view from the galleries. 
It is, of course, a disadvantage that transmission can 
not take place in colour, but the technical problems of 
picking out in monochrome the different shades of 
tissue are being surmounted successfully. Subject to 
this reservation with regard to colour—which no doubt 
will be overcome in time—the picture obtained is very 
good, and the definition is such that the procedures 
can be clearly followed. Special precautions have been 
taken to prevent interference from other electrical 
apparatus in the hospital. 
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For those interested in television a few other 
technical details may be added. Transmission is by 
cable, so that there is no question of an operation being 
watched by lay people on their home receivers. The 
camera is completely enclosed and is built in, together 
with a microphone for the surgeon’s sound commen- 
tary, as an integral part of the shadowless light unit 
over the operation table. The whole assembly can be 
rotated through 60 degrees for operations on an in- 
clined table or moved on an overhead track. 


A surface reflecting mirror is mounted on the 
centre of the lamp and at 45 degrees to its axis, so 
that a view of the operation along the axis of the lamp 
is presented to the camera. The camera, which 
requires no special lighting, has a cable which, with 
the lighting, sound and control cables, is taken through 
to a control point in a room alongside the theatre. The 
whole apparatus in the theatre has been designed so 
that it may easily be kept clean and sterile. In the 
control room the unit is operated by a hospital tech- 
nician, who by means of a monitor unit can watch the 
picture. In this room also the lens unit in the camera 
is operated, with a choice of three magnifications, and 
the surgeon in the which, with the lighting. sound, and 
control room which picture he wishes shown, whether 
an overall field of approximately 2035 in. (5087°5 
cm.) an approximately life-size reproduction, or a 
magnified close-up of an area of about 5X6 in. 
(12-515 cm.). 

The televised operation has an advantage in 
spontaneity over the film, but the latter, of course. can 
be edited whereas the former cannot. The two methods 
therefore are complementary, and it is considered that 
television may become important and useful in medical 
teaching. Certainly the spectators can see more detail 
in greater comfort than is ever possible in a crowded 
theatre. The possibilities of television as an aid to 
niedical instruction have long been a matter for con- 
jecture. On a few special occasions in America tele- 
vision has been temporarily installed in an operating 
theatre to enable groups of surgeons to watch a parti- 
cular operation, but the installation at Guy’s is the first 
properly engineered permanent equipment, and this was 
the first occasion on which operations have ever been 
televised in Europe —Brit. M. J., 1 909, 1949. 


SOCIAL MEDICINE 


Dr. John B. Grant, the Director for Europe of 
the International Health Division, Rockefeller Foun- 
dation, addressed the annual meeting of the Institute 
of Almoners on March 25. The chair was taken by 
Professor Alan Moncrieff. ’ 

Medicine in all western countries. said Dr. Grant, 
was moving from the individual to the family as the 
unit. In a sense men like Pasteur and Koch had 
retarded medical development for half a century by 
increasing interest in the minutiz of scientific medicine. 
Only now were we emerging into the broader con- 
ception. Social welfare legislation was a comparatively 
new thing. The first country to introduce family 


allowances was Belgium in 1930, and in the succeeding 
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20 years 30 countries had legislated in that direction. 
Two forces had been responsible for the new pattern 
of health and social welfare legislation—political forces 
and advances in scientific knowledge. 

Five non-medical measures were necessary for 
providing adequate health care: (1) legislation for 
social welfare other than medical care, with particuiar 
reference to family allowances, training of the disabled, 
maternity benefit, and home helps; (2) a housing 
policy based on population needs rather than rental 
values; (3) a national food policy; (4) provision for 
mental, social and physical recreation through com- 
munity centres; and (5) educational measures for the 
development of “health-consciousness.” 

To these must be added three medical measures: 
(1) removal of economic barriers to health care; (2) 
provision of sufficient health personnel properly distri- 
buted; and (3) a high degree of technical excellence 
in both personnel and equipment. 

The eventual quality of health care in any com- 
munity Dr. Grant went on, would be determined at 
the level of the health community centre—not at the 
hospital. He did not think it was enough to have a 
health centre as projected in the British National 
Health Service. It must be tied up with a community 
centre. Unfortunately health centres had not reached 
a satisfactory stage experimentally anywhere in the 
world. The first country to investigate what a health 
centre might be was Great Britain—in the report of 
the late Lord Dawson of Penn, published in 1920. 
He believed that that report would increasingly be the 
corner-stone of all health services, whether in England, 
the United States, or Soviet Russia; yet in 1949 there 
was not one example of such a health centre in England. 


The rapid development of medical technology had 
brought into existence an army of what he called “para- 
medical workers.” Legislation would not provide 
adequate medical care until these para-medical workers 
were available in sufficient numbers and their training 
and supervision were well organized. He travelled all 
over the world in 1945-7 and found every country 
bringing out White Papers, but the only country he 
went to where anybody had got down to the subject 
and said, “May be we will require such and such a 


number of workers,” was Australia. 

Group Practice—Dr. Grant believed that in future 
the medical practitioner would find it increasingly to 
his advantage to practise in a group at a centre where 
he would be provided with all the necessary tools. At 
present the general practitioner concentrated on the 
relief of pain and the re-establishment of organic func- 
tion. His responsibility in the future would be to re- 
establish the functional capacity of the patient in 
expectation of his return to his community as a socially 
useful person. The family rather than the individual 
would be the unit of practice. There would be unifi- 
cation of health care in one continuous programme 
from cradle to grave. Teams would be captained Ly 
the general practitioner and supported when required 
by specialists and institutional facilities. The teams 
would be responsible not only for diagnosis and treat- 


NOTES AND NEWS 








— 397 — 








Vol. XVIII, No, 20 
JULY, 1949 | 


ment but for the provision of measures for the protec- 
tion of the individual and the family against forces 
which interfered with the maintenance and development 
of full mental and physical capacity. Social medicine 
in the sense in which it was known in England was 
one hundred years old. Virchow and others in Ger- 
many nearly a century ago were doing what Professor 
Ryle was now doing in this country. The pattern of 
health services was already clear. Economic barriers 
to medical care would be removed by insurance or 
taxation. Distribution of care would be increasingly 
improved through institutions in regional areas based 
as far as possible on teaching hospitals integrated with 
non-teaching hospitals and health centres. 


In conclusion Dr. Grant said that a satisfactory 


-level of practice of social medicine would depend to a 


very large degree upon the availability of adequate 
numbers of well-trained medical and psychiatric social 
workers. The immediate problem was to define the 
relationship of the social worker to other workers in 
the team providing health care from health community 
centres.—Brit. M. J., 1:630, 1949, 


NEW INSTITUTE FOR POSTGRADUATE 
STUDY OF OPHTHALMOLOGY 


The Institute of Ophthalmology has been formed 
by the amalgamation of the three London ophthalmic 
schools—Moorfields, Westminster and the Central Eye 
Hospital. The institute has been opened as one of the 
federated institutes of the British Postgraduate Federa- 
tion of London University. The amalgamation affords 
a wider scope for teaching and research. A rearrange- 
ment of the hospitals’ joint facilities has freed for the 
use of the institute the buildings formerly used by 
the Central Eye Hospital. The amalgamated hospital 
is stated to be the largest eye hospital in the world. 
At the opening ceremony addresses were given by Sir 
John Herbert Parsons, Prof. Alan Woods, director of 
the Wilmer Institute, Baltimore, and Prof. H.J.M. 
Weve, head of the eye institute, Utrecht. The two 
latter conveyed the good wishes of American and 
European ophthalmologists. Postgraduate students 
will come to the institute from all over the world, as 
they did to its famous predecessors.—J.A.M.A. 


STORAGE OF BIOLOGICAL AND 
SPECIAL PRODUCTS 


The following is a copy of the report outlining 
the conditions under which biological and special pro- 
ducts should be stored (Appendix A) together with 
a copy of the note (Appendix B) incorporating the 
special recommendations of the sub-committee of the 
Drugs Technical Advisory Board, appointed for the 
purpose, as approved by the Board. Provincial 
Governments are issuing necessary instructions 
to the Licensing authorities in the Provinces to 
see that the recommendations contained therein are 
observed by dealers in biological and other special 
products specified in schedules C and C(1) to the 
Drugs Rules, 1945. 
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(1) Storace BeLtow 0°C 


STABILITY ANp STorAGE Conpitions or Drucs IN ScnepuLe C & C (1) or THE Druc RULES 1945. 














Item b 
No. Preparations. 


1, Vaccine Lymph 


2. Yellow Rever Vaccine 


Storage conditions. 
Preferably below 0°C; never above 5°C. 


(a) Preferably below 0°C_ but never 
above 5°C throughout dating period 


(b) In nitrogen filled, hermetically seal- 
ed ampoules 


(c) Product must be dispensed in un- 
opened glass container in which it 
was placed by the manufacturer 


(d) Protected from light 


Stability. 
Kept at. below 0°C—6 months. 
Kept between 5° & 10°C—2 weeks. 
At 0°C—3 months. 
At still lower temperature—longer. 














(II) StToRAGE RETWEEN 0° & 10°C 















Item 
No. Preparations. 
1, Preparations of Sera & Anti- 
toxins in liquid state 




























2. All Vaccines and Antigens ex- 
cept— 
(a) Vaccine Lymph 


an 
(b) Yellow Fever Vaccine 









































3. All Toxins and Toxoids ex- 
cept (a) undiluted Old Tuber- 
culing, (b) Diphtheria Toxoid, 
(c) Tetanus Toxoid 



































4, Normal Human Serum 


























Storage canditions. 
(a) Stored between 2° & 10°C prefer- 
ably at lower limit 


(b) Product must be dispensed in un- 
opened glass container in which it 
was placed by the manufacturer 


(a) Stored between 2° & 10°C, prefer- 
ably at lower limit 


(b) Product must be dispensed in un- 
opened glass container in which it 
was placed by the manufacturer 


(c) Protected from light 
(d) Must not be allowed to freeze 


(a) Stored between 2° & 10°C, prefer- 
ably at lower limit 


(b) Product must be dispensed in un- 
opened glass container in which it 
was placed by the manufacturer 

(c) Must not be allowed to freeze 

(a) Stored between 2° & 10°C 

(b) Product must be dispensed in un- 
opened glass container in which 
it was placed by the manufacturer 

(c) Dried Serum must not be exposed 

to excessive heat 


Stability. 


5 per cent. deterioration each year, if 
kept at 5°C, deterioration is greater 
at higher temp. 


One year if the Serum has 20 per cent. 
excess over the declared potency. 


Two years if the Serum has 30 per cent. 
excess over the declared potency. 


Three years if the Serum has 40 
per cent. excess over the declared 
potency. 


Four years if the Serum has 50 
per cent. excess over the declared 
potency. 


These standards cannot naturally apply 
to products like ‘normal horse serum’ 
and such other sera as cannot be 
valuated in terms of International 
standard units. In such cases it 

shall be sufficient if the date of manu- 

facture is indicated on the label. 





Typhus vaccine—1 year (if kept at 
40°C in the dark). 


Formolised  antiplague Vaccine—3 
years. (Kept at below 4°C). 

Carbolised Anti Rabic Vaccine—6 
months. (If kept in a cool place). 


Antityphoid-Paratyphoid (T. A. B.) 
Vaccine—(The date of manufacture 
must be given on the label), 

18 months. 

Schick Test Toxin—6 months, 


Liquid Serum—6 months. 












— 386 — 























(II) StoracE BETWEEN 0° & 10° 


NOTES AND NEWS 


STABILITY AND STORAGE ConpITIOons oF Drucs IN ScHEDULE C & C (1) or tHE Druc Rutes 1945. 
(contd.) 








JULY, ie 





Storage conditions. 


Stability. 

















No. Preparations. 
5. Human Immune Globulin (a) Stored between 2° & 10°C prefer- 
ably at lower limit 
(b) Product must be dispensed in un- 
opened glass container in which it 
was placed by the manufacturer 
6. Penicillin (a) In hermetic container ; 2 years. : 
(b) Protected from action of moist air Crystalline Penicillin is stable at ordi- 
nary temp., if kept in sealed ampoules 
protected from action of moist air. 
i Injection of Penicillin Stored at below 4°C Kept below 4°C—7 days. 
8. Liquid Extract of Ergot (a) Stored in as cool a place as possible 1 year. 
(b) In a completely filled container of 
small capacity (2 oz.) 
(c) Addition of Ascorbic Acid in suit- 
able proportion (0-5 per cent) 
9, Citrated Normal Human Plasma (a) Stored between 2° & 10°C. 6 months. 
(6) Product must be dispensed in un- 
opened glass container in which it 
was placed by the manufacturer 
(c) Dried Plasma should not be ex- 
posed to excessive heat 
(III) Storace Between 10° & 20°C. 
Item 
No. Preparations. Storage conditions. Stability. 
i. Preparation of Sera & Anti- (a) Stored at below 20°C .. Stable. 
toxins in dry state (b) In complete dry condition 
Z. (a) Penicillin Injection in oil (a) Stored at below 15°C . 2 years. 
and wax (b) In hermetic or tight container or in 
(b) Penicillin Tablets collapsible tube (ointment) pro- 
(c) Penicillin Troches tected from moisture. 
(d) Penicillin Ointments 
3. Tetanus Toxoid . (a) Stored at below 20°C 2 years. 
(b) Product must be dispensed in un- 
opened glass container in which it 
was placed by the manufacturer. 
4. Pituitary (Post. lobe) Extract (a) Stored at below 20°C 18 months. 
(b) Must not be allowed to freeze Retention of potency even up to 3 
‘ (c) Reaction of the solution should lie years is not uncommon; possibly 
between the limits of pH 3 & pH 4 addition of preservatives and other 
factors contribute towards better 
stability in special cases. 
5. Insulin— (a) Above 0°C but not exceeding 15°C 2 years. 











(a) Insulin Injection 
(b) Protamine-Zinc 
Injection 
(c) Globin Insulin Injection 


Insulin 


) Must not be allowed to freeze 
(c) Dispensed in unopened multiple- 
dose completely-filled container 
(capacity approximately 10 c.c.) 
in which it was placed by the 
manufacturer. 
(d) Reaction of the injection should lie 
between the limits of pH 3 & pH 4. 


ia. SN 
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(III) Srorace Between 10° & 20°C. (Contd.) 
Item ie : pe tee 
No. Preparations. Storage conditions. Stability. oo 
6. Arsenicals Neoarsphenamine and Sulpharsphenamine 
(a) Stored at below 20°C Neoarsphenamine—3 years. 5. 
(b) In hermetic containers of colour- Sulpharsphenamine—5 years. 
less glass from which air has been Tryparasamide—5 years. 
evacuated or replaced by an inert 
gas 
(c) Sterilised prior to filling 
(d) Tryparsamide should be protected 
from light. 
7. Gonadotrophic Hormone (a) Stored at below 20°C. ; 1 year, 
(b) In a well-closed container in dry 6. 
state. 
8. _—_ Liver Extract Injection 20°C :— 
(a) Liver Injection (a) Preferably not above. 
(b) Dry Extract of Liver (b) In single dose. hermetic. 
(c) Liquid Extract of Liver (c) a from light. (Con- 
tainers). 


Dry Extract 20°C:— 
(a) Preferably not above. 
(b) In hermetically sealed glass con- 
tainers so as to exclude moisture. 
Liquid Extract above 20°C :— 
(a) Preferably not. 7 
(b) In tight containers. : 
(c) Protected from light. 


9. Ergonovine Maleate Injection (a) Stored at a temperature above 0°C 
but not exceeding 12°C. 
(b) Protected from light. 8. 
10. Synthetic Oleovitamin D. Not exceeding 15°C. 


























9. 
10. 
(IV) Srorace BETWEEN 20° & 30°C. (Coot Prace). 
Item mn 
No. Preparations. Storage canditions. Stability. 
i. Protein Hydrolysate & Throm- (a) Stored in a cool place 1 year. 
poplastin (b) Protected from light. 
) 
2. Posterior Pituitary powder (a) Not above 30°C Stable. 
(b) In hermetically sealed container. 
3. Dichlorophenarsine Hydrochlo- (a) Preferably not above 25°C 3 years. 
ride (b) In hermetic containers of colourless 
glass from which air has been 
evacuated or replaced by an inert 
gas. _ 
(c) Sterilised prior to filling, Iter 
Ne 
S. 
4. Oxophenarsine Hydrochloride (a) Preferably not above 25°C 2% years. 
(b) In hermetic container. 
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(IV) Srorace Between 20° & 30°C. (Coot Prace)—(Contd.) 





Item 
No. 


5. 


6. 





Preparations. 


Antimony preparations 
(a) Stibophen 
(b) Urea stibamine 


Adrenaline and _ solutions of 
salts of Adrenaline 
(a) Injection of Adrenaline 
Chloride 
(b) Injection of Adrenaline 
Tartrate 
(c) Strong Injection of Pro- 
caine and Adrenaline 
(d) Weak Injection of Pro- 
caine and Adrenaline 
(e) Adrenaline Tablets 
(f) — Adrenaline Tab- 
ets 


(a) Ergot 
(b) Prepared Ergot 


Vitaminised Oil 


Thyroid 


Any other .preparation in a 
form to be administered paren- 
terally 
(a) Calciferol 
(b) Solution of Calciferol 
(c) Camphor 
(d) Ergotoxine Ethanesulpho- 

nate 7 
(e) Hyoscine Hydrobromide 
(f) Hydnocarpus oil 
(g) Ethyl Esters of Hydno- 
carpus oil 
(h) Sodium Morrhuate In- 
jection 
(1) Parathyroid Injection 
(7) Suramin 
(k) Soluble Thiopentone 


Storage conditions. 


Stibophen :— 
(a) In hermetic container 
(b) Protected from light 
(c) Should not be brought in contact 
with iron or its compounds. 

Urea Stibamine :-—Stored in hermetical- 
ly sealed containers from which air 
has been evacuated or replaced by an 
inert gas. 


Adrenaline Solutions:— 

(a) In well-filled and well-closed con- 
tainers, preferably in single-dose 
sealed glass containers 

(b) Protection from light 


Adrenaline and Procaine-Adrenaline 
Tablets:—Protected from light. 


Ergot :— 
(a) thoroughly dried 
(b) kept entire. 
Prepared -Ergot:— 
(ac) In well closed container. 
(b) Stored in a dry place. 


(a) In  well- 
tainer 
(b) Protected from light. 


filled, well-closed con- 


In well-closed container 


Calciferol:—(a) In hermetically sealed 
glass container, from which air has 
been evacuated or replaced by an inert 
gas. (b) Protected from light. 


Soluble Thiopentone & Ergotoxine Etha- 
nesulphonate:—(a) In an atmosphere 
of nitrogen in sealed tubes. (b) Pro- 
tected from light. 


All other preparations except Camphor 
& Parathyroid Injections:—Protected 
from light in well-closed container. 


Camphor & Parathyroid Injection:— 
Do not need protection from light. 


Stability. 
Stibophen—5 years. 


Urea stibamine—3 years. 


Adrenaline in presence of procaine 
deteriorates much more rapidly. 
Weak solution is preferable, as in 
this Adrenaline solution and pro- 
caine solution are mixed just before 


use. 

Adrenaline Tablets—18 months. 

Adrenaline in Procaine-Adrenaline 
tablets—unstable as solutions. 


Fairly stable. 
(Approximate—2% years). 


Fairly stable. 


Fairly stable. 


Fairly stable. 








(V) StToRAGE AT ORDINARY TEMPERATURE. 





Item 
No. 
a 





Preparations. 
Toxins— ; 
(a) Diphtheria Prophylactic 
toxoid, undiluted a 
(b) Old Tuberculin, undiluted. 


Storage canditions. 
Product must be dispensed in unopened 
glass container in which it was placed 
by the manufacturer 


Stability. 
Diphtheria toxoid—2 years, 
Old Tuberculin—stable. 
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(V) Srtorace aT OrpINARY TEMPERATURE—(Contd.) an 
to 
liem Ad 
No. Preparations. Storage conditions. Stability. of 
2. Adrenaline (a) Kept dry Stable. ™ 
(b) In dark coloured sealed glass con- a 
tainer (Protected from light). by 
kf Preparations of Digitalis group Digitalis powder:—Kept in (a) air- Digitalis Powder—Stable. int 
of drugs not in a form to be tight, (b) light-resistant container - 
administered parenterally Tablets:—(a) Kept in well-closed con- Tablets—less stable (2 years). a 
(a) Digitalis powder tainer; (b) Protected from excessive . 
(b) Digitalis tablets heat 
(c) Tincture of Digitalis Tinctures:—(a) kept in completely filled, : 
(d) Tincture of Strophanthus well-closed container; (b) Avoid ex- Tinctures—Less stable. (2 years.) “~ 
posure to direct sun light or excessive snc 
heat m 
cog 
sar 
4. Injectable preparations of Digi- Digitalin & Digoxin:—In_ well-closed Digitalin & Strophanthin—3 years. of 
talis group container, protected: from excessive heat _ 
(a) Digitalin abs 
(b) Digoxin Digoxin & Oubain—Stable (at least not 
(c) Oubain Oubain, Strophanthin & Digoxin Injec- 5 years). not 
(d) Strophanthin tion:—(a) In air-tight container; 
(b) Protected from light the 
5. Ergot alkaloids (a) In sealed ampoules under nitrogen Fairly stable. whi 
(a) Ergometrine Maleate ~ 
(b) Ergotamine Tartrate (b) Protected from light. fo 
6. Fish Liver Oils (a) In well-filled, well-closed container, Unstable—1 year. var 
(a) Cod Liver Oil (b) Protected from light Vitamin contents. The 
(b) Halibut Liver Oil Diminish with rancidity. 
(c) Shark Liver Oil Halibut Liver Oil—stored under nitro- h 
(d) Concentrated Solutions of gen or vacuum dc 
Vitamin A, D. and A * 
and D - 
met 
7. Vitamin preparations (B com- Alb vitamins except Nicotinic acid— All vitamins are fairly stable. Cor 
plex, C, E, K) (a) Kept in well closed containers Nicotinic acid is the most stable of fro 
(b) Protected from light the lot. , 
Aneurin hydrochloride solution—in acid Vitamin E is destroyed by rancid fats 
solution es but otherwise it is remarkably stable, stor 
Nicotinic acid:—Does not need such pro- 
tection 
the 
8. Preparations in a form to be (a) In hermetic container. Stable. owe 
administered parenterally (b) Protected from light. nice 
(a) Bismuth injections tion 
(b) Histamin Phosphate or 
(c) Hydrag. Salicylate hee 
(d) Iron Injection os 
(e) Neostigmine Methylsul- lerg 
phate Injection stor 
(f) Picrotoxin Injection. 
(g) Amylocaine Hydrochlor 
(h) Quinine Dihydrochlor 
(i) Morphine Injection dot 
(7) Sulphadiazine Soluble wy 
(k) Sulphapyridine Soluble. 2 
(1) Sulphathiazole Soluble ted 
(m) Hormone Injections a 
9, Preparations containing hor- (a) In well closed container Fairly stable (18 months). any 
mones not in a form to be (b) Protected from light. 
administered parenterally that 
10. _—Sterilised surgical ligature and In hermetically sealed glass tubes Or Will keep indefinitely. call; 
suture other suitable container. ag 
11. Other Injectable preparations Kept in well-closed containers Stable, 
or ¢ 
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APPENDIX B 





Note on the conditions of storage in regard to biological 
and other special products specified in Schedules C and C(1) 
to the Drug Rules, 1945. 

1. The Sub-Committee appointed by the Drugs Technical 
Advisory Board to investigate into and report on the conditions 
of storage in regard to biological and other special products speci- 
fied in Schedules C and C(1) to the Drugs Rules, 1945 have taken 
into account the views of the members of this question. The 
conditions of storage laid down in the standards recognised 
by the Drugs Act and the Drugs Rules have also been gone 
into in detail. A statement indicating the ranges of tempera- 
ture under which biological and other special products must 
be stored and other precautions to be taken in their storage 
has been prepared and is attached. 


2. While the Sub-Committee admit that the statement 
outlines the ideal conditions under which biological products 
should be stored, they consider that the practical difficulties 
in this country in achieving the ideal conditions should be taken 
cognizance of. As is well-known, electricity facilities neces- 
sary for operating refrigerators are not available in the majority 
of the moffusil and rural areas in India. The question of 
employing ice-chests as an alternative arrangement in the 
absence of refrigerators cannot also be considered as ice may 
not be available in those areas. Above all, refrigerators are 
not at present available in numbers that will be required. 


3. In view of the practical difficulties enumerated above, 
the sub-committee desire that in order not to hamper the 
wholesale and retail drug trade in the country, the conditions 
of storage for biological products snould be such as can 
. be within the practical reach of the dealers. The Sub-Com- 
mittee therefore consider that the conditions of storage should 
vary from place to place according to the facilities available. 
The following arrangements are suggested :— 


(a) Capital cities such as Madras, Bombay, Calcutta, etc., 
where facilities are available for cold storage:—All wholesale 
dealers of drugs in such places should be required to equip 
their premises with the ideal conditions of storage. Thus, 
they should have refrigerators wherever cold storage arrange- 
ments are indicated in the statement prepared by the Sub- 
Committee and a specially cooled dry room well-protected 
from light for the storage of Schedule C(1) drugs. 


In the case of retail dealers also, the same conditions of 
storage should be insisted upon. 


However, ir. the case of retail dealers, if it is proved to 
the satisfaction »f the licensing authority that refrigerators 
could not be secured despite earnest attempts to do so, such 
dealers could be permitted to use ice-chests or other mecha- 
rically operated refrigerators by which sufficient refrigera- 
tion conditions could be achieved. Wherever ice-operated 
or mechanically operated refrigerators are employed the 
licensing authority must not allow more than three months’ 
stocks of items requiring refrigeration in order to ensure that 
large stocks do not get deteriorated owing to lack of proper 
storage conditions. 


(b) District towns and other fairly developed moffusil 
areas: Wholesalers and Retailers—Wherever electricity faci- 
lities are available, refrigerators must be insisted upon. In 
the absence of electricity or if electricity driven refrigerators 
are not available, ice-boxes or mechanically operated refri- 
gerators may be allowed for ensuring proper temperature 
conditions in which case, however, the stocks maintained at 
any time should not exceed three months’ requirements. 


Note—The Sub-Committee is, however, of the opinion 
that wherever the licensing authority considers that mechani- 
cally operated refrigerators are as efficient as electrically 
operated ones, it should be left to his discretion not to insist 
on only 3 months’ stocks being maintained by the dealer). 


(c) Rural areas and other places which are not electrified 
or where no ice is available or can be made available—In such 
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cses, it has been the experience that the normal room tempera- 
ture in cool dry places well protected from light, particularly, 
in underground vaults is generally between 20°C. and 25°C. 
even in the hottest part of the year. It is therefore suggested 
that in these areas, items’requiring both cold storage and cool 
storage arrangements may be kept in cool dry underground 
vaults and should be well protected from sun light. Since 
the consumption in these areas is not likely to be much, it 
may be advisable to restrict the stocks of items requiring cold 
storage and cool storage and to lay down that stocks of such 
items should not exceed three months’ consumption. Items 
like Tr. Digitalis and Extract Ergot Liquid should preferably 
be kept in 2 to 4 oz. well closed bottles. 


The Sub-Committee, however, felt that this relaxation 
should be permitted only as a temporary measure and for three 
years in the first instance, after which period this question 
should be re-examined. 


4. Closely linked with the question of storage of biological 
and other special products is the question of arrangements 
to be made for the transport of perishable drugs in such a 
way as to preserve their potency and properties during transit. 
For this, the ideal conditions would be to arrange for the 
movement of biological and other special products by fast 
transports in cold storage vans so that the risk of exposure 
to high temperatures may be minimised. While air transport 
is quick, it is not likely to become popular until the air freight 
charges are reduced to a reasonable level. As regards Railway 
transport, there is, however, hardly speaking any regular 
arrangement for cold storage vans in fast moving trains. The 
Committee are of the opinion that it will benetit considerably 
the Indian manufacturers of drugs as well as importers of 
foreign drugs if cold storage arrangements are introduced in 
fast moving trans-country trains. ‘the Railway Board should 
be apprised of the facts and asked to consider the feasibility 
of such cold storage arrangements being introduced in their 
transport. Incidentally, it is pointed out that apart frdm 
helping the movement of perishable drugs, such arrangements 
are sure to be welcomed by other industries also such as the 
Fish Industry, Fruit Industry, etc. Pending the introduction 
ot cold storage accommodation in train services, the Com- 
mittee recommend that the following practical arrangements 
may be suggested to the manufacturers and importers of the 
drug trade :— 


(i) Biological and other special products can be sent by 
fast passenger train packed in airtight packages. This would 
reduce the period of exposure of consignments to the ravages 
of climatic conditions. 


_ (ii) Clearance arrangements at the consignor and con- 
signee ends should be prompt. 


(iii) A liberal exhibition of labels in various Indian lan- 
guages, such as, “Keep in a cool place”, “Stow away from 
heat and sun” of the packages should go a long way in 
reducing the risk of deterioration during the transit. 


5. The Committee also consider it worth while making 
enquiries from leading importers in this country, representing 
foreign manufacturers in the U.K., U.S.A., Australia, Switzer- 
land, Canada etc. as to what storage arrangements are avial- 


able for the transport of biological and ial : 
and on board the ships. . special products by air 


THE VALUE OF A DOCTOR 


In a recent schedule of United States Civil Service 
examinations announcement is made of an examina- 
tion for a medical officer at a salary of $4,479 to $6,235 
per year. In the same announcement there is offered 
for an agricultural research scientist up to $8,509, for 
a geographer up to $7,432 and astronomers, clinical 
psychologists and geologists the same. As ocenogra- 
pher can get up to $10,305. Oh! for a life on the 
ocean wave !—J.A.M.A. 
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The Editor is not responsible for any views 
expressed by contributors—Eprtor. 


REFRESHER COURSE LECTURES FOR 
COLLIERY MEDICAL OFFICERS AND 
UPLIFT OF MEDICAL ASPECT 
IN COLLERIES 


Sir,—I shall be highly obliged if you would kindly 
publish the following in the next issue of your esteemed 


paper. 


The third Refresher course of lectures organised 
by the Refresher Course Committee, Asansol and 
financed by the Labour Welfare Board, Government 
of India commenced late this year on the first week of 
March and is just finished by the Ist of May 1949, 
covering a period of eight weeks of two days in a week. 


Such an organisation, every one would appreciate, 
is undoubtedly, a very helpful drive for the benefit of 
the colliery medical officers who stationed as they are, 
in isolated sites devoid of constantly close contact with 
the progressive and changing science will have fresh 
lights added to their experience. 


Our thanks, therefore are due to the Central 
Government for the sanction of the fund and to the 
committee and also to the learned lecturers of Calcutta 
for their benevolent sacrifice. 


But inspite of this one cannot but be inclined to 
ask a pertinent querry whether such course of lectures 
or the previous two such courses have really carried 
the colliery medical officers to any better state of affair 
and whether the full value or even a partial value of 
such new light of the progressive science has been 
distributed to the suffering mass of the collieries under 
the direction and guidance of the colliery medical 
officers. 


We are confident, every right thinking person will 
answer this querry in the negative. 


The reason is this that though there has been 
an honest attempt to refresh the knowledge of the 
doctors during the last two years there had not been 
any change in the deplorable state of circumstances and 
environments in which these M.Os. are thrown in and 
are made to render handicapped medical aid to the 
people for which such a gift of new scientific know- 
ledge is meant. The storage is there, but the actual 
utilization of the storage is lacking with the result that 
the very purpose of such Refresher Course is defeated. 


Medical Aid, in all its aspects had been a matter 
of constant neglect in the coalfields in the past decades, 





and the particular aspect was estimated as the most 
unimportant entity of the past, in the curriculum of the 
coal industry in general. 


The coal industry had to maintain some sort of 
an “Unavoidable Show” in medical arrangement to 
comply, with the requirements of the Mines Board of 
Health at its minimum level and along with the march 
of time and march of medical science, the primitive and 
conservative outlook of this Industry has not marched 
onwards very much. 


The Boards of Health at the Mining settlement 
supposed to be the Trustee empowered with law, for 
maintenance of health, sanitation and medical aid made 
a very poor show (vide remark of Chairman Concilia- 
tion Board, Government of India, 1947) for their 
peculiarly handicapped self-contradictory composition, 
losing its mandatory influence on the Industry for 
obvious reasons. This has been very clearly proved 
by the facts that since the last two decades though the 
amount of violation of Board’s Health Laws” were 
openly exorbitant, the number of prosecutions were 
minimum or negligible. We leave, the analysis of the 
reason for such discrepancy on the members of the 
thoughtful and educated sphere and society who have 
closely observed the past and present. 







Coming down to the West Bengal Mining Settle- 
ment, we have noticed the interest that the health and 
medical aid problem as manipulated and supervised by 
the Asansol Board of Health is hopelessly disappoint- 
ing in as much as, Board activities on health and sanita- 
tion problem had so long been standing on a peculiar 
framework of sanitary staff in one hand and heaps of 
paper statistics on the other under the cover of which 
actual and honest activities have slipped through. 


The sanitation staff have still remained mysterious 
and frightful persons to the colliery people and even 
after so many years the “Light” and the “Idealism” 
of the mines board of health, its “aims and objects” 
its “utility and value” have been penetrated into the 
heart of the mass and the darkness at their door is 
still the same as before. 






The Laws and Bye-laws of the Mines Board of 
Health have proved to be invalid due to the extra- 
ordinary hold of the industrial owners on the Board 
itself and unless the composition is changed with an 
Amendment of Bengal Settlement Act this deplorable 
picture we are afraid will continue. 


We are not going to discuss in detail just now the 
demoralised decay in the efficiency of such funny net- 
work of sanitary staffs which is due to a persistent 
and undue over-confidence and reliance of the top 
officials on these subordinate structures for reasons 
best known to them. 











i The medicinal equipment and standard of the 
colliery dispensary as has been prescribed and enforced 
in the colliery has proved to be hopelessly inadequate 
and inaccurate in as such as so called list might either 
have been made in a hurry without any thoughtful 
deliberation or it has been done without the correct 
knowledge and information of the actual requirement 
in the colliery dispensary in hour to hour and, day 
to day business, not to speak of the requirements pre- 
scribed by the Refresher Course of lectures for an 
advanced knowledge. 


The most interesting part again is that such 
medicinal equipment of the colliery dispensaries 
foolishly allowed to be inspected and checked by non- 
medical personnels like the Sanitary Inspectors having 
no idea of drugs and chemicals. A move has been 
given in this connection to the Medical Chiefs of the 
locality who do all the steering and manipulation busi- 
ness in the medical sphere but the result is not 
encouraging and it now appears this has also received 
a silent support of such medical chiefs who should have 
taken up this subject in right earnest. 


It is said that a laboratory facility has been 
provided by the Mines Board of Health of Asansol 
but as it appears the present mode of work desired for 
this laboratory is not very much helpful for reasons 
subject to analysis, scrutiny and rectification, 


The colliery dispensaries with the exception of a 
very few fortunates are still allowed to stand in its 
primitive sickening state with a little or no accom- 
modation for the minimum requirements of an outdoor 
dispensary where 40 to 80 cases of sickness in average 
are tackled daily, besides a crowd of serious injuries 
and surgical cases throughout the whole year. The 
hands and feet of the Medical Officers in charge of 
such dispensaries are tied together with such handi- 
capped provision and this had been allowed to remain 
as it is without any attempt to improve by the industry, 
its medical chief or by the statutory obligation and 
force of the Mines Board of health, which appears to 
be invalid. It appears that such “Refresher Course 
of Lectures” arranged through Government Fund is not 
only going to be useless but also sheer wastage of 
National Fund, if the internal picture as described 
above is not thoroughly overhauled and radically recti- 
fied. This again, appears to be impossible if the hold 
and influence of the industry-gwners in the Mines 
Board of Health is not minimised and more medical 
and Government personnels are not taken in as mem- 
bers of the board through an amendment of the Bengal 
Mining Settlement Act. 


We make a bold attempt to publish this outspoken 
criticism of how things are moving without main- 
taining any prejudice against any particular personnel 
or body, but as time has changed and the new set 
up has brought a conception of self-realisation, of 
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“realisation of truth”, of “unveiling of malpractice” 
and “corruptions,” of “undoing all wrongs done in 
the past” and present, we feel, all democracy-minded 
persons of modern India will share our views that such 
open criticism has become very much necessary for 
radical rectification of wrong doing or mistakes and 
unless the defects are openly pointed out, these will 
never be tackled. 


We heartily welcome the Refresher Course of 
Lectures for the Colliery Medical Officers but parallel 
to that we welcome a radical change in the circum- 
stances through which the doctors are to utlize the 
value of such course otherwise, it is a truth that the 
gain of the former is lost in the defect of the latter— 
I am etc. 


B. D. Mozumper, 
Medical Officers’ Union & 
Secy., I.M.A., Sitarampur 

Branch, S.I. 


7-5-49, 
Sitarampur, 
Dist. Burdwan, 
West Bengal. 


PAN (BETEL) CHEWING 


Sir,—Pan chewing (betel) is common all over 
India. And the recipe of pan is different in different 
provinces. The main component parts of pan are— 
betel leaf, betel nut (supari), catechu (katho), lime, 
etc., cfc. 


Properties of catechu, lime etc., we know, but can 
you throw some light on the properties (merits and 
demerits) of betel leaf, supari (betel-nut) either 
through your journal or direct to me or both. Even 
the complete analysis of betel leaf and betel nut will 
be highly welcome. I am etc. 


K. D. SHAH, M.B.B.S., 


5-5-49, 
Bank Road, 
Baroda. 


This subject is open for discussion, Ep., J. Indian M. A. 


(?) TAPE-WORM IN THE INTESTINE 
OF COMMON BENGAL FISH 
KATLA AND ROHIT 


Sir,—So far as my knowledge goes I do not know 
of any such infestation in fish to be common in Bengal. 


To-day I purchased a fresh fish Katla weighing 
¥% seer from a local fisherman. The fish was caught 
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in a net early in the morning from the local river ‘Kulik 
running by the west of the Raiganj town. There were 
three worms—all about a feet and half long—and they 
were broad, flat, grey and translucent to naked eye. 
They were all throwing out pseudopodia-like ends 
from time to time and next moment were drawing same 
in and becoming blunt at that end. Similar 3 worms 
were found by me in the intestine of a Rohit fish 
derived fresh irom same scource about a month ago. 
The worms found in Katla fish have been preserved 
for microscopical and expert examination and will be 
presented to the pathological museum of the Calcutta 
National Medical College. 


I shall feel obliged, if you kindly pass your most 
valued expert opinion about the occurrence of this 
infestation in the common Bengal fish and_ the 
Bengalee people. Are these fish fit for human con- 
sumption after ordinary cooking?—I am etc. 


BRINDABAN CHANDRA SABA, L.M.F. 


6-5-45, 

Raniganj, 

Dist. West Dinajpur, 
West Bengal. 


LEPROSY PROBLEM 


Sir,—While appreciating your editorial re- 
marks in the March issue of your Journal on leprosy 
problem and the proposed Leprosy Research Institute, 
I beg to point out that the estimated total number of 
leprosy sufferers in West Bengal is 2 lakhs and not 
twenty thousand as printed. The latter estimate is for 
Calcutta only. I thought, you might feel it necessary 
to correct this oversight and draw the attention of your 
readers in this regard and hence this letter. I am etc. 


P. SEN, 
Leprosy Officer, 
West Bengal Branch of British Empire 
Leprosy Relief Association. 


Calcutta, 
28-5-49. 


CIVIL SURGEONS AND RAILWAY 
MEDICAL OFFICERS 


Sir—In order to improve the efficiency of 
services it is now essential that well-paid civil surgeons 
and Railway medical officers be not allowed to indulge 
in private practice of any kind especially during the 
working hours. I do not know about the Railway 


Medical Service but in the Civil Medical Service the 
already existing rule does not allow private practice 
during the Hospital hours. The rule, however, is not 






unoften flouted. This surely means ignoring the work 
for which the medical officers are so well-paid. As 
greed for money would have it some officers not only 
remain anxious to earn from private practice, they also 
do insurance work and chamber practice in hospitals 
during working hours. The subordinates in order to 
please their greedy bosses eventually set up most 
corrupt system of work, thereby jeopardising the 
interests of the institution they are posted to serve. 
For this-one reason alone our District and Railway 
Hospitals are not unoften very unpopular amongst the 
very patients for whom they are meant. In order to 
draw the attention of the authorities and the profession 
I request you to kindly publish this letter in your 
esteemed journal and oblige. I am etc. 


BHOLA NATH SHARMA, M.B.B.S. 
Moradabad, 13-6-49. 


THE QUESTION OF UNQUALIFIED AND UN- 
AUTHORISED MEDICAL PRACTICE 


Sir,—We shall be obliged if you kindly publish 
the following in your esteemed Journal. 


“That the Council be requested to study and report 
on the question of unqualified and un-authorised 
medical practice”—Medico-political Supplement to the 
Indian Medical Journal, January 1948, page 4, 2nd 
column, para (IV) (0). 


In Bengal, the ever-increasing number of un- 
qualified medical practitioners surpasses the number 
of the qualified. The reasons may be enumerated as 
follows :— 


(1) Unqualified medical practitioners need not 
spend time, energy and money to learn the art of 
medicine, nor do they have to pass through a number 
of strict examinations in anatomy, surgery, midwifery 
and other medical subjects. 


(2) Instead of spending time, energy and money 
to learn the art of healing, they spend them to learn 
the clever habit with which they can cheat the innocent 
or rather the ignorant mass of people, by both healing 
and killing them. Thus they become so intelligent as 
to make the public understand that destiny or fate is 
the only cause of their sufferings, so that they (the 
quacks ) are never held responsible for death of any 
patient arising even out of their mistake. 


(3) The vast illiteracy of the people is another 
factor which is taken advantage of by the clever quacks. 


(4) The innumerable canvassers, they appoint, 
all contribute to their vast and permanent practice 
against which there are none to speak. 


— 
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5) Certain registered practitioners always co- 
this with them who are nothing but their 
canvassers. 


(6) Local doctors are always consulted for minor 
ailments, e.g., headache, indigestion, bronchitis, simple 
fever, which can be any how dealt with by any quack. 


(7) Quacks can easily mix with the uneducated 
mass, their habits and modes of life being identical. 


(8) Unqualified practitioners are absolutely free 
from any obligation, regarding private medical prac- 
tice, as they have not to abide by the rules binding 
upon registered practitioners. So, they do not hesitate 
to insult and hamper the practice of the qualified. 


On the contrary, canvassing for sake of private 
practice is strictly prohibited to a registered medical 
practitioner. He cannot accept any low fee, nor can 
he mix with the laity in respect of habits and modes 
of life. 


As a consequence, the conditions of qualified 
private practitioners are very miserable especially in 
rural areas. From days of yore, many an article of 
eminent persons is found in papers and magazines, 
condemning quack practice, and recommending its 
abolition. And such attempts date even before the 
origin of Indian National Congress that is now success- 
fu! by obtaining salvation of India. May we ask here, 
whether a time longer than what was necessary for 
the Congress to free India from foreign rule is needed 
to free the qualified medical practitioners from the 
obstacles created by the quacks and the people from 
their influence and evil effect? Will not the qualified 
practitioners be strictly prohibited from consulting and 
co-operation with the quacks? 


Now we have got a Government of our own. 
Then why should not the sufferings of the qualified 
doctors as well as innocent people come to an end? 


We hereby like to draw whole-hearted attention 
of all medical associations, all governing bodies of 
Bengal to ameliorate the disttess of qualified medical 
practitioners, especially the licentiates by making 
vigorous attempt to arrest quack-practice at once. This 
will certainly be a good philanthropic move for the 
suffering humanity as well who will be saved from 
the evil done by lordly mounte-banks. 


May God bless such an attempt. We are etc. 

1. DAKHINARANJAN DE, L.M.F., 

2. NarENDRA NaTH NANDI, L.M.F., 
3. Krisana Papo BANERJEE, L.M.F., 
4 


GOBARDHAN DE, L.M.F., 


¢ 
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5. Mo#HANLAL GHOSH, M.B., 
6. PAaNCHANAN MOOKERJEE, L.M.F. 


Prosadpur, 
P.O. Dingathati, 
Hooghly, 20-6-49. 


GAS GANGRENE TREATED BY PENICILLIN 
AND AIR INJECTIONS 


Sir,—Last month I treated a case of suspected Gas 
Gangrene in a new way—suspected because no bacterio- 
logical investigation was possible in that case. 


Pt. named U.K. developed a rapidly-spreading 
tympanitic abscess with slight crepitations on the outer 
aspect of the right thigh about a week after the injec- 
tion was made. The patient was old, debilitated and 
alcoholic and the relatives were not in favour of surgical 
interference. 


When I first saw the case he was running high 
temperature and other symptoms of toxemia. I 
immediately punctured the largest of the abscesses with 
a trocar and gas came out but no pus. I dissolved 
about 200,000 units of penicillin and injected the same 
into the abscess cavity and in the surrounding areas. 
Taking into account, the gas gangrene organisms are 
anzrobic I injected a little air too, into the surrounding 
areas. The injections and punctures were repeated in 
another place after 12 hours. Sulphathiazole was 


given orally in usual doses to combat the secondary 
organisms. 


After the 2nd puncture and instillation and injec- 
tion of air and penicillin, the relatives of the patient 
objected to puncture and then penicillin alone was given 
in 200,000 unit doses B.D., intramuscularly in the 
deltoid muscle. After the 2nd day, the patient showed 
signs of slight improvement but was still running a 
continued type of temperature ranging between 104°F 
and 105°F. 


After the 4th day, I noticed fluctuation in places 
and depressions in the muscles on the outer aspect of 
the right thigh. One injection of 500,000 units of 
penicillin I.M. were given on the 4th day evening and 
on the 5th day morning the pus was evacuated by 
incisions in two places. On the 5th day evening the 
temperature dropped down to 99°F and on the 6th day 
it came down to normal. The patient has made an 
uneventful recovery with a shrivelled up thigh. 


I shall be very glad if any of my colleagues repeats 
the same procedure in bacteriologically-proved cases 
of Gas Gangrene and let us know the result through 
these columns. I am ete. 


A. K. CHAKRAVARTY, M.B., D.T.M, 


Shillong, 21-6-49. 
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REVIEWS 


HINDU MEDICINE—By Henry R. Zimmer, Px.., 
Professor of Sanskrit at the University of Heidel- 
berg. Edited with a preface by L. Edelstein, px.p. 
Published by the Johns Hopkins Press. Baltimore, 
1948, Pp. 203. 


The volume had its origin in the seventh course 
of lectures, delivered at the Johns Hopkins University 
by Prof. Zimmer, as a part of the Hideyo Noguchi 
Lectureship founded by Dr. Libman to commemorate 
the distinguished Japanese Scientist. The lectures 
were delivered in 1940 but the book came out as a 
posthumous publication in 1943. It has no pretension 
to presenting a comprehensive history of Hindu 
Medicine. Yet, even the limited ground it covers,— 
it not only impresses the reader with an awe for the 
erudition of the author but presents a true picture of 
the evolution of scientific medicine in India for the 
primeval Atharva-Vedic period. From the days of 
charms, incantations and mantras,—through the Pou- 
ranik ages and an anecdote of the fight between 
Manasha and Dhanwantari—to the initiation of Bharad- 
waja in Ayurveda by Indra and the allegorical post- 
Buddhistic dramas such as Jibananda—Prabodh 
Chandrodaya—he traces the evolution of art and 
science pari passu in India in a novel manner. He 
has also traced and studied the relationship between 
Hindu Medicine, Greek Medicine, Arabic and Persian 
Medicine in a scholarly manner, with a great penetra- 
tion into Hindu art, philology, philosophy and religion. 
He is a great psychological interpreter of the implica- 
tions of mythclogy. He first studied German philology, 
—then turned away from western studies and espoused 
the study of Sanskrit. He approached the subject not 
only with humility and respect but even added to it 
the salt of faith: “This is what they state and mean,— 
and it is true— ... though I do not understand it 
as yet.” He recognized that India could provide the 
west with a “direction for our own ordering search,— 
our own grouping divination,—where our knowledge 
has to admit its failure.” Yet he is not blind and 
bigoted in his worship. Although he recognizes that 
“the Indian attitude is superior to the earlier western 
one through its instinctive genius and actual command 
of the details of its environment”—he is not slow to 
detect—therein ‘“‘a stage of sophistication”—becoming 
caught up in its own net of ‘hairsplitting’ syllogism, 


oversubtle abstraction, ‘unfounded theorizing and empty 
generalization’. 


We are sure, all who are interested in the study 
of the history of Hindu Medicine will profit by this 
work, 


K. K. Sen Gupta. 


A SCHEME FOR RESEARCH IN THE AYUR- 
VEDIC SCIENCE—By Dr. A. V. Ketkar, 
M.B.B.S., Principal Ayurvedic College, Ahmed- 
nagar. 


This is a pamphlet in which the author has 
forwarded a suggestion for mass investigation for 
working out modern biochemical data in order to 
arrive at an interpretation of the conception of Tridhatu. 
It will be a fact finding work no doubt but such works 
of vast magnitude must be aimed and planned along 
lines of modern scientific medicine so that they may 
be fruitful and worthy of their implication in men, 
material and money. 


K. K. Sen Gupta. 


BODILY REACTIONS AND EXAMINATION 
OF SYSTEMS OF THERAPEUTICS—By 
K. L. Daftari, Crown 8 vo. pp. xii+240. Pub- 
lished by Hind Kitabs Ltd., Bombay. Price 
Rs. 5/8. 


The book is dedicated ‘to seekers after Truth’. 
The author has laboured hard to roll the stone of 
Sisyphus and pass shadow for substance. One can 
hardly suppress a sigh for ‘truth’ which the learned 
aufhor has made to disappear into thin air with the 
jugglery of words. When he says ‘A disease is known 
only by the symptoms it presents’—and—‘the removal 
of the symptoms is equivalent to the removal of the 
disease’-—he betrays a hopeless ignorance of the etio- 
pathology of disease and the criterion of its cure. His 
essay is to bank on the credulity of simple Simons! 
He says “Homeeopathy is the only natural and bene- 
ficial method of treatment and the other modes of 
treatment are unnatural and harmful”. Our readers 
are intelligent enough to draw their own conclusions. 


K. K, Sen Gupta. 
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